MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH ame, UE SDE 


mead] 


ee aoe ~ 4 D Reg. Dist. No. 
o oS A rae 
> & SF ep __ |). PLACE OF DEATH Pe USUAL RESID’ ice iinet ee lived, If institution: Residence odmission} 
I 8 £ 3m ) @, COUNTY Carroll nae 0. STAI b.counry Garro ah 
£ . » b, CITY OR TOWN (If autside carporate limits, weile | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
g 5s RURAL and give nearest town) i 
ee Westminster ears Westminster 
& go d. pr TA A ls {If not in hospitol, give street 120 a. STREET ADDRESS: e. Bncc cae 
a Wimert Avenue Wimert Avenue ves C] NODE 
5 3. NAME OF First Middle Lost 4, DATE Month Do, Yeor 
es DECEASED OF i ps P 
4 (ype or pring) Ross Ma Aldridge beam = April ak 168 
3% 
5 
2 


$. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED 1 8_OATE OF BIRTH 9 ne er HF UNDE’ 
Female White WIDOWED §3 pivorceo [] June 13 ’ 1886 me ie penny 


10a. USUAL OCCUPATION (Give kind of work done! l0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


RY YEAR| IF UNDER 24 HAS. 
oiled!” 


12. CITIZEN OF WHAT COUNTRY? 


“House work” | Own home Carroll County, Ma. USA 
13, FATHER'S NAME VA. MOTHER'S MAIDEN NAME 
; John Spencer Ceys Effie Williams 


oR WAS. PECEBSED EVER IN U.S. ee FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
tite eat Winans emt 2 
no ----|- — —~ - — |Mrs. Blanche Logue R. 6 Westminster, Mas 


1B. CAUSE OF DEATH < only one cause INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ae ee 
\MMEDIATE CAUSE (0) 


3, 


Then please remave carban papers. 


K DUE TO 2 
gove rise 10 immediate 

co¥se (0), stating the under. ( CUETO 

lying couse lost, ce 

lying couse lost. 


Past I. OTHE RSIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE 3 AADC DISBASE CONDITION GIVEN IN PART 1(0)|19. Nee a 


/ 2 }} 

fLtieiss tee Hea! Braec SHE tle, eal NO 
20e. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of|iAjury in Part | or Port Il of item 1B.) 

OR CONTRIBUTING (J CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) (Stote) 
Hour a.m. While Not while foctary, street, office bldg., etc.) | ——— 
9 [ot work{} ot work [] A 
‘ADRES {5treet_-gity or town, DATE SIGNED, 
Ly», we PI i) ib View 


ing physician. 
¢ burial-transit permit. 


MEDICAL CERTIFICATION, 


haspital ar at 
R: After this certificate has been signed by the attending physician and campletely filled in by 


NDING PHYSICIAN: The tow requires that the death certificate be executed within 24 hours 
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638 
ats afé, Allen Moulton, M.D. _146 W, Main St, Westminster, Mae 
& 3 g 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘Md. LOCATION (City, town, or county} (Stote) : 
272 pinta Snallvood, Maryland 
= Ci 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Yeas John R, Byers Westminster,Mar aadie |, 203 ( hy 


%} A avaund 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 
2404 CERTIFICATE OF DEATH — Y4407 


Reg. Dist. No. 


all 


+ Vee = 
% 35 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. It institution: Residence before edmission) 
& &n . COUNTY wknaodel b. COUNTY 
ie ask tes arro * Mary} a_nd Carroll 
= Bo b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢, CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town} 
5 s a 2 RURAL ond give neorest town) 
ree 4 2 a: X Rural Westminster 
= * d. NAME OF HOSPITAL (if nol in hospitol, give street oddress} / d. STREET ADDRESS e. IS RESIDENCE 
aad OR INSTITUTION / ON A FARM? 
BS, ves} No 
£5 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
Be DECEASED OF ae 
23 (Type or print) Lee H. Anderson BEN Map Gas: Ie 155 19 58 
e 5. SEX 6. COLOR OR RACE |7. MARRIEDfe] NEVER MARRIED [1] | 8. DATE OF BIRTH %. AGE, lin years Penge TF UNDER 24 HRS. 
a lonths| Doys | Hours | = Min. 
e a Wh wipowed [] Divorced [] ecember 2 1883 ak ys. 
ae ¥WOa, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |1?. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
i 
a3 during most of working life, even if retired) ¢ 
a er) Own Farm Virginia U.S.A. 
as 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
85 
eve mo Anderson Sarah Jane Hash 
83 ¥5. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
€ fs T¥as, no, oF unknown) UF yes, ge wor or dates of service) a 1 
ee no | none _ Ruth L, Anderson, Westminster, Md. R #1 
© 
BE 18, CAUSE OF DEATH [Enter only one couse per line for (0}, (b}, ond (c}-] INTERVAL BETWEEN 
ay PART |. DEATH WAS CAUSED 8Y: es D 
for IMMEDIATE CAUSE (0), Onlenrdobectie i eS Seghawe 
#¢ U20. DUE TO 


gove rise to immediote 
couse (0), stoting the under ( DUE TO 


lying couse lost. te) 


Conditions, if ony, which mideserateni a PL ee 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) 19. Mice” 
tattle fAtebrttoae yes (]_No 


20a, ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port tt of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20F. (City or town] (County) {Stote) 
Hour 0. m. While Not white, foctory, street, office bldg., etc.) ! 
9 lot work [] ot work [7] 1 . 


21.t cer pe | attended the deceased fram._ Li amy 9S to. ZB 1938 that | last saw the deceased 


After this certificate has been signed by the ottending physicion ond completely 
MEDICAL CERTIFICATION 


NDING PHYSICIAN: The low requires thot the death certificate be executed within 24 haurs off 
hed for use os the burial-transit permit. 


alive an__ Spf e= septa 12.22-25,., and that death occurred ath; »...M, fram the causes and on the date stated abave. 


he hospital or attending physician. 


é 


= » ADDRESS (Street, city or town, stote) DATE SIGNED 
SGnature ‘ Ve a ae (aesseuplttes Lt on Vibes 


PHYSICIAN'S, ets 
NAME (Type) KR. : Me Vawu 7 


= = 
To. Renovate) ‘2%. DATE THEREOF ‘2c. NAME “OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, of county) (Stote) 
Mi Specify) s 
April 30, 19 United Bretheran Cemetety canes cows eas a 


the registrar prior ta buriol, cremation, ar removal, and in 


may be retained 
TO FUNERAL DIR! 
page 3 should be detoc! 


TO HOSPITAL OR 


LY} 23. WRAL iy 'S SIGN, ADDRESS: 24a. REC’ ve sy sk ISPRAR'S SIGNATURE 
VS AIS (4) Yi Lh ng Feced MAY | By PSMA 
15M 10/57 | trekavn¢ Taneytorn, Maryland DATE 


é death: Page 4 


ave carbon papers. Pages | and 2 snould be’ fi 


Whia.2? heurs after death. 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


TO HOSPITAL OR 


a 
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2 
Su 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4422 = CERTIFICATE OF DEATH : N4408 


oll 


Cees Reg. Dist. No. 
z g . : eres OF DEATH a yeas RESIDENCE (Where deceated lived. If institution: Residence before odmission) 
23M ji * Carroll marviann |] °° TH ey dand b COUNTY Carroll 
z ar b RURAL eae een anes Reon Med § LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give rearest town) 
g Rucel, ft. Westuineter 6 Weeks Rural, Westminster-Nr. (Silver Run) 
d. NAME OF HOSPITAL (If not in hospitol, give sireet oddress) d. STREET ADDRESS e. 1S RESIDENCE 
Meadow View Convalescent Home Westminster, Md. R.D.1 vSL1 NOL 
3. pleas First Middle Lost 4. leas Month Doy Yeor 
(Type oF print) William Augustus Bowman DEATH 4/27/58 9 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. RBA er IF UNDER 1 YEAR|IF UNDER 24 HRS. 
; Jost birthdoy} Months} Do: Min. 

Male White —|wwoweof) —_worceo] | 11/4/1865 OB gn. | aa fees 3 

10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) i : 

Retired Farmer Farming (Retired Carroll Co., Md, U.S.Ae 

13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
George Bowman pargline Willet 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Se CUS ‘Address 
es. no, oF unknown) ('f yen, give wor or dates of service) 
Noe None Iuther A. Bowman, Hanover, Pa, R. D. 1 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (e)-] 
PART I. peat WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


5 IMMEDIATE CAUSE (6) 
4 DUE TO 
Conditions, if any, which ry 


Gove rise to immediote 
couse (0), stoting the under ( DUETO 


lying couse lost. o 
Past tl. OTHER ST CAN CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vf) | 19. baled) Laat 
° MN wren YO] Noh 


20a, ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) (State) 
Hour o. pr. While Not while foctory, street, office bldg., etc.) f 
p.m, 19 fot work [] ot work (] 1 


= ae 19.8.5. that ( last saw the deceased 
MM, fram the causes and an the date stated abave. 


no LA Ws Kune Ltt tion R938 Se 


After this certificate has been signed by the attending physician and completely filled in by 
MEDICAL CERTIFICATION, 


the hospital ar attending physician. 


me 


the registrar priar ta burial, crematian, or remaval, and in any event 


page 3 shauld be detached far use as the burial-transit permit. 


may be retained 


a 
Z ceil LSS Tow Pate 
2 Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Store) 
= fartat 4/29/58 St. Marys Cemete Silver Run, Carroll Co,, Md 
- DIRECTOR'S SIGNATURI ‘2a, REC'D BY REGISTRAR | 24b -REGISTRAR'S SIGN, 

y, y, Z, pare APR2 9 '58 Crt eack 


a 


acy 


CCX 


Acbanc, 


— 


ofter death: Page 4 
‘unerol director, 


4 


Then please remove carbon papers. Poges } ond 2 snould be filed with 


id completely fiiled in by 
the registrar priar to burial, cremotian, or remaval, ond in ony event within 72 hours ofter death. 


ysician an 


NDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs 
he hospital or attending physicion. 
+ After this certificate has been signed by the attending ph: 


s 


page 3 shauld be detached for use as the burial-tronsit permit. 


TO HOSPITAL OR 
may be retained 
TO FUNERAL DIR! 


a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


09 
AAO CERTIFICATE OF DEATH te aR 440° 
o = _ —? 
if Ar ie a: Pe Noatig she {Where deceosed lived. tf institution: Residence before admission) 
@ °. b. COUNTY 
Carroll pl Sy dand Unknown 
b. hopace, tos (If outside. eae limits, write |e. LENGTH OF STAY IN Ib | c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest fawn} 
ond give neorest town) 
Sykesville Sys~l0mths~7dys, Baltimore City 
Cc #d. Pea ae {IF not in hospitol, give street address) d. STREET ADDRESS = ° pede 
z ’ 201 South East Ave. ves] NOX] 
9. NAME OF First Middle los DATE Month Day Yeor 
DECEASED re 
(ype oF print) Frederick Je Brandau DEATH 4 12 = 15 58 


5. SEX 6. COLOR OR RACE |7. MARRIEDIE] NEVER MARRIED B. DATE OF BIRTH. 9. AGE (In yeors TF UNDER 24 HRS, 
2.4 oO 10~ 1885 lgst bitthdoy) [Months] Doys Min, 
Male White wipowep [] —_—ooivorcep [] 72 ye. 
100. USUAE OCCUPATION (Give kind of Sah aa 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
q ring most of working lite. even if relir 
btationary ngineer Maryland U.SeA. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Edward F,Brandau Hennah Steuber 
yo WAS Pecleetba i) IN U.S. ARMED sync 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
29, no, oF unknewn) It yes, give war or dates of service) 
No Hospital records, 
18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b). and {c). J INTERVAL BETWEEN. 
PART I. DEATH WAS CAUSED BY: Naaye itl 
By IMMEDIATE CAUSE (0). Brenchoppeumonia : 
TITIK DUE TO 
Conditions, if ony, which (b) 
gove ri 


couse (0), stoting the under. ( DUE TO 


to immediote 
lying couse lost. te) 


z 
Paw Il. OTHER SIGNIFICANT CONDITIONS,CONTRIBUTING TODEATH BUT NOJ RELATED TO JHE LERMIMAL QISFASE COND| PART J/a)|19. WAS AUTOPSY 

2| Paychos: wiftre tye “Gisorder, confuse state; Npi fepay,c dus” ¥8)"" Hetrommeoe 
S| askoc a ¢ ons, YE9£] NOD 
= [200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& ] OR CONTRIBUTING LJ CAUSE OF DEATH 
G | UE EITHER, NOTIFY MEDICAL EXAMINER) 
& [ate TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (tote) 
ray Hour oo. m. While Not while foctory, street, office bldg., etc.) | 
2 pom. 19 Jat work [2] of work H 

21. | certify that | attended the deceased framljen] Je W289 , to! jn lee . 19.58 thot | last saw the deceased 

alive an W™ Age { ee 2 168 __, and thot deoth occurred atts -2 PM, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 


meme Memes Gee, oe 


Zo. ies cuca ab. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
MOVA' pecity) 
Buria Ap 958 lOak wn Ceme te Baltimore 
8 


Ma 
"HENRY “SANDER & SONS.INC’ Baltimore Md. [aR {ee LoyRETA SK 


5 °A nvaand a2 


sur = 
a Creif 


an 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1 
. MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


04410 


FOR STAT! ~ Reg. Dist. Ne. 
HEALTH DEPT. (ace or cca Ag24- 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odminion) 
8 rs ° COUNTY Carroll maryiano || ° STATE Maryland » COUNTY Balto, City . 
a ‘ = r b. ~~ SR TOW wise corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) Vv 
ae Sykesville 2yrs.2mos.18dayse Baltimore : 
od — d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street oddress) d, STREET ADDRESS € Gee 
2ezs. /° | Springfield State Hospital =| =~ S Curley Sty “sO _No 
Be: 3% 3. NAME OF First : Middle lost 4 Dare Month Dey Yeor 
Bye (ype oF prin) Ellen Florence BRANEN | beam = Apri ek, 1958 
& 2 26 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [7]| 8. DATE OF BIRTH 4 oe BELO aweas IE UNDER 24 HRS 
FobaE White —|wirowen pf — oworceo) | September 1h, 1873 “8L™’,.. |' A ae 

5 5 a pay UO oS da oa) i aia eid done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) t2. CITIZEN OF WHAT COUNTRY? 

Ng oe Hotisewife® Fone Marylend _ a SUB 

13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Ott Thomas Myrick Mary Roth 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ~ Addran 
[Yea ne. e# unknown UF yas, give wor or dotes of vervies) 


jo = oe Springfield State Hospital Records _ 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).} InTERWAL BeTVCEN 


File 


‘or its designated agent. priar to burial, cremation, ar remaval, and in any ev 


"s Office along with form PM. Page 5 moy be retained f 
Bed 
tay 


_ MM PES SR ERG) _ Bronchopneumonia x | S$ days. 

- ey buE TO 

Canditions, if ony, which o __ Comminuted fracture, neck of right femur k JY weeks 
gave rise lo immediote couse 

(0), stating the undertyinggy PUE TO 
cause lott, ae. i: ( —_ 2 — — = = = 
Be Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[o)]19, WAS AUTOPSY _ 
cB assoc.with senile brain disease with psychotic reaction. ves C) NOL 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Part I of Item 18.) 


Patient fell and broke her hip. 
0c. TIME OF INJURY Manth, Doy, Year 20d, INJURY OCCURRED |20c. PLACE OF INsURY Td a 1204. (City or town) (County) —~=«(Stale) 
4 is Whit Noreknet factory, street, office bldg.. etc.) | 

a pm 3/4/58 [amour Soto] | Hospiti Sykesville Carroll Md, 
21. t certify that | took charge of the remains described abave, held an Autapsy [], Inspection &], Inquiry &. and in my 


opinion death)resulted fram: Natural causes [_], Accident [3§, Suicide [], Homicide [], Undetermined manner [] 


f Hs - b 
SGNAT ine =) *. “Rann of Mp, CHIEF MEDICAL EXAMINER [] DATENSIGNED 


200, EXTERNAL CAUSE WAS 
PRIMARY [) of CONTRIBUTING BF 
CAUSE OF DEATH. 


AAEDICAL CERTIFICATION 


fed to the Chief Medical Examiner’ 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


EXAMINER: This certificate shauld be executed within 24 hoars ofter death. 
, writing the word “pending’’ in pencil in Nem 18. Give Pages 1, 


Vv 
ess A SIGNATURE 
Zoe c ASSISTANT MEDICAL EXAMINER (_} 
a EXA. 
Roz Naueie, games T, Marsh, M.D, DEPUTY MEDICAL EXAMINER XE] 4/2/58 
ts a = = a en = 
tice Wie. BURIAL, CREMATION, |22b. DATE THEREOF 2uc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, oF county) (Store) 
aes REMOVAL (Specify) 
oe 
° “tat. Qak Lawn : Maryland di 
23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS . REC'D BY REGISTRAR TRAR'S STSNATURE 
VS. AISME 


John A. Moran -3000 E. Baltimore St. osBPR 2 5°58 gree pyrevy,< 


SM 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4414 


8. DATE OF BIRTH 


SS ae A49? CERTIFICATE OF DEATH nag*Dine Nb, 
2 2 3 1. PLACE OF DEATH 2. Usat, RESIDENCE (Where deceased lived. If institution: Residence befare admission} 
a °. 
ae Ls Carroll MARYLAND Maryland BICOUN -_ DallbonOde 
a 3 3 v. covae TOWN cunide ges fimits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) JV 
3 ive nearest town! 
BARS Sykesville 3yrs.l7days Baltimore Cos 
Que 2 d. eee eSTTAL {Jf not in haspitol, give street address) d. STREET ADDRESS e. 5 jSESIDEREE 
+ 
- 5 Springfield State Hospital 237 Maryland Ave. yes [] no#y 

° 2% eke First Middle low 4. aed Month Doy Yeor 

re taper esl Charles | Parramore BRITTINGHAM | Stam April 95.  Syienee 

i 

o 

& 


ii 6. COLOR OR RACE ]7. MARRIED] NEVER MARRIED [] 
Male White — |wiow DIVORCED] 


January 3, 1889 


9. AGE (In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
leyey) Months] Days | Hours Min. 
ya. 


during mast of warking life, 
Salesman 
13. FATHER'S NAME 


James Brittingham 


ven if retired) 


10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A. 


14. MOTHER'S MAIDEN NAME 


Sally Hittner Brady 


icate be executed within 24 hours 


i 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 


(Yer. no. or unknown) 


16. SOCIAL SECURITY NO, |17. 


INFORMANT Address 


Then please remove corbon papers. 
any event within 72 hours after death. 


ry 
3 
a] 
s 
= 
= 
= 
2 
a 
£ 
& 
uo 
g 
° 
& 
‘8 
= = 
es (tt yen, give wor or dates of service} ry 2 
8 2 No alk - - Sprinefield Hospital Records 
3 2 18. CAUSE OF DEATH [Enter only ane cause per line for (0), (6). and (c)-] INTERVAL BETWEEN 
~° 2 e 
ate ; eae eit eee Cerebral thrombosis weeks 
s e 2 DUE TO 
= 
= 2 Conditions, if ony, which w___Cerebral arteriosclerosis Years 
$s Zé gove rise to immediate 
ete ] couse (0), stoting the under- ( OUXIOXL 
gers ? lying couse lost. o__ Generalized arteriosclerosis Years 
8a. / Lyte es lett 
B23 55S Iz c. Bs" epmesaanceg cor {TIONS CPNTRBUTING 10 DEATH mH NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(}]19. WAS AUTOPSY 
2 7 - c 
se eae 5 lscleroses oct e es Tetegudg pory disturbance other than cerebral arter On C] NOH 
mor 55 = [200. ACCIDENT WAS UNDERLYING C]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Port Il af item 18.) 
Zeee° & | OR CONTRIBUTING [1] CAUSE OF DEATH 
geges 6 | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
3 os 8s $ 20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} {County} (Stote} 
Es les 5 hea ion, gis Not white foctory, street, office bldg., etc.) | 
aoe es = p.m. ’ jot wark [1] ot work ‘ 
23 £ 3s 21. | certify thot | ottended the deceosed from_Mareh 22 ame VI tcApri} 9, 19.58 that 1 last sow the deceosed 
2 2 = 25 alive on__2 PF ree ee ees, . 12.58 ond thot deoth accurred ot_12054M, from the couses ond on the dote stoted obove. 
a ADDRESS (Street, city or town, stote) DATE SIGNED 
EY . CTUAL / : : 
=e ad SIGNATUR Lek Cane wo. Springfield Hospital... 4/9/58... 
coz I “> 
2248 ‘ PHYSICIAN 
£5228 Nanttyes Agustin delCampo, M.D. Sykesville, Maryland 
S3¥° 720. BURIAL, CREMATION, | 22b. DATE THEREOF NAME OF CEMETERY OR CREMATORY Z2d, LOCATION (City, town, or county) {Stote) 
= a2 Bs Buried“ aprdl 11, 1958 Loudon Park Baltimore, Mde 
oft 
ee 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS Q4o. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
igmees John Ge Mitchell & Sons Ince 1900 Eutaw Place ee ey “4 
15M 9755 APRii 5a) A opp t nad 


ter this 
\of this 


MARYLAND STATE DEPARTMENT OF HEALTH-BALTIMORE, 18 04 4 { S 


qqGERTIFICATE OF DEATH 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 
4 
MARYLAND wanlf’A fe ylan COUNTY & reo ae 
LENGTH OF STAY CITY, iH outside cérporate fimits, write RURAL and give nearest town) 


Gin this place} 5 : 
TOWN A mM E 4 GAA’ 


HOSPITAL OR f STREET © {If rural give location} 
INSTITUTION OR 


STREET ADDRESS. VALE f Z wv Laz a 


NAME OF i i (Last) (Month) {Dey) {Year} 


igi Eg ok LNarray _ B ot S J eS f 3 Pe cad 


= 


24 hours after death. 


4 


id wi 


} 


/ 
e-executer 


bemq 
eb 


6. COLOR OR 7, SINGLE, MARRIED, 9. AGE last birthd: IF UNDER 1 YEAR [iF UNDER 24 HRS. 
‘WIDOWED, DIVORCED, 


Wired _|Dec 2! 1% Ze | 97 || | om | 


10b. KIND OF BUSINESS | WW. BIRTHPLACE (Stata of foreign country) i 12. CITIZEN OF WHAT 


OR INDWSTRY 7 ey 
fe , Cal LEK 


s 
tas, 4 | 14, MOTHERS MAIDEN NAME 


Lea NOFA Lt ur 


- z +ay 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 7. outer & ADDRESS 


(Yes, no, or unk.) {if Yes, give wer or datas of service) -* D “pce ‘E, Tues, F 2 st: > 


a 
18, MEDICAL CERTIFICATION INTERVAL BETWEEN 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH - iy 9d ONSET AND DEATH 
| SMMEDIATE CAUSE a) ; oaakd; HL 


ANTECEDENT CAUsE(s) DUE TO 
DISEASES OR CONDITIONS, IF ANY, (8) 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 


(ch 
TI OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


190, DATE OF OPERATION 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
vis [] No» 
2le. ACCIDENT WAS UNORRINGH cree | 21b. PLACE (Home, ferm, fectory, | 2c. WHERE DID INJURY OCCUR? {City or town) {County} {State} 


jes 


INSTRUCTIONS 


OR CONTRIBUTING (J CAUSE OF INJURY RRSresls office bidg., etc.) ee 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Day} {Year) {Hour} | 2te. INIURY OCCURRED 21t. HOW DID INJURY OCCUR? 
While Not while 
M._|_at work et work 


22. | hereby ce: cify that | attended, the deceased from...14 Len. Z| a Z. ,toly > Woe ~, that | last saw the deceased 


alivel ort had IO. ., and that.death occurred ae 3AM, en causes and on the date stated above. 
SIGNAJURE ADDRESS (Street, * town, stete) DATE SIGNED 
A] OG ASS MD. MPSTERD Wd. YEN Z 
23. ae Seay en, y THEREO! | Pesce Oj CREMATORY LOCATION re fown, gr spunly] (State 
A Y a ~ os et, 
Phen by bos “ea Z Ltttth Uf F, 
RE 


2 EC'D BY REGISTRAR ESI 3 SIGNAI ney en DIRECTOR’: 
af é 
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TO arrevomcM 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 044 13 


4407 °° CERYIFICATE OF DEATH °° igual 


ie a 2 wir arg ae ae (Where deceased lived. If institution: Ri 
4. e. b, COUNTY 
Carroll eee. Maryland 


'b. CITY OR TOWN (If autside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, wrile RURAL ond give neorest town) 
RURAL and give nearest town) 
Henryton 109 da Baltimore /Ool-¥ 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS er en 
1528 N. Stricker Street ves) NOX) 


= OR INSTITUTION 
enryton State Hospital 


3. NAME OF First Middle tost iy DATE Month Doy Yeor 


om 
~ 
. 


‘¢ before odmission) 


ral director, 
filed with 


mm 


ofige death; Page 4 


4 


cate has been signed by the attending physician and completely filled in by 


DECEASED 
{Type or print) Andrex Same} Carey Ld 19 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors fIFUNDER YEAR IF UNDER 24 HRS 
ost birthdoy] 
a ae iad lala 


100. USUAL OCCUPATION {Give kind of work dane} 10b. KIND OF BUSINESS OR ‘la BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


hs 
emt 


icate be executed within 24 haurs 


/ arpen Unknown Snow Hill, Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
i am Care ib Clara ?? 
= 15, WAS DECEASEDEVER IN U. 5. ARMED FORCES? 116. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
Ta. no, oF unknown) {ll yes, give wor or dates of service! ’ A 
es Wee J 217-1h- Emma Carey - 1528 N. Stricker Street 
1B. CAUSE OF DEATH [Enter only one couse per line for {0}, (b). ond {c}.] INTERVAL BETWEEN 


PART | DEATH WAS CAUSED By eer amen 


SAO a, Far advanced pulmonary TB of mili 
oueto Potts disease. 


type; 


Then please remove carbon papers. Pages | and 2 should 


The low requires thot the deoth certifi 


= 
3 
e 
5 
2 
~ 
g 
© 
£ 
3 
= 
2 
3 
22 Conditions, if ony, which (oh 
Eo gove rise to immediate 
ge couse (0}, stoting the under, ( DUE TO 
5 = 2 lying cause lost. (c) 
Bees 3 Panr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
a - # 
338 5 vs NoO 
Foes s © [200. ACCIDENT WAS UNDERLYING ()__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Zo0e & | OR CONTRIBUTING C] CAUSE OF DEATH 
Zeees © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
A = : 
Zsges & |20c TIME OF INJURY Month, Dey, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Store 
5°85 a Hour o.m. While Not while factory, street, office bidg.. etc.) | 
Ese ze = p.m. 19 fot work [1] ot work [J H 
£255 
g B25 3 21. 4 certify that | attended the deceased from December 23, 19.57, to April 11, 1958 thot | last saw the deceased 
B22338 : ; + 
2. < 3 3 alive on__ oril 12 ee 3 12.28, and that death accurred ot 7245 Am, fram the causes and an the date stated abave. 
Bo é iy) Pe 4 ADDRESS (Street, city ar town, state) DATE SIGNED. 
se Od, ¢ tis 
ACTUAL ans Cit, Lo ZG * 
A BE iin 7 ee pee ae Oe Ve a Henryton, Maryland April Ar11-58 
£o2 
2222 ‘ PHYSICIAN'S 
= ogi NAME (Tyee) EGgars Me Maculans, Me De _Henry: 
= 2 
RS2° 9 20. BURIAL, CREMATION, | 220. DATE THEREOF Zac, NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) (Stote) 
2 p2 Bs eres wad - 15-1956 | Gabte 
ofo as WAALK Y TAH flA al — 
- 


£ 
. i ; ; j " = 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24s, REC'D BY REGIST ated 24b. REG)S) vee SIOWATUSE 


nee? yo) [Alco Ftrla 134 Fh esey, LH lowe _APR'' 


Y = 


$A ea 


; uUd¥ 


Tac 


IU 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


* 4409 _ CERTIFICATE OF DEATH bog ee 04414 


od 


< ss 
Bees 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If inaltulion: Residence before odrinion} 
& 82 ° ° b. COUNTY 
5 me Carroll MARYLAND M,ryland 
; Bo B. CITY OR TOWN (If oubide corporate limits, write e. LENGTH OF STAYIN Tb €. CITY OR TOWN (If ovttide corporote limits, write RURAL ond give nearest town) j 
oa ‘ond give neorest town! ‘ ¢ 
S54 Rural = 5: kesvidle 2 yrs.1) days Baltimore City os p v 
RG: _l @ NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS le? is RESIDENCE 
. ca pF Pe 
g 35 ! Springfield State Hospital 2927 Sylvan Aveme ves C] NOB) 
226 3. NAME OF First Middle lot 4. Date Menth Day Year 
& 23 {Type or print) Willian Ashby CLOUD DEATH April 6 19 58 
= =e 6 COLOR OR RACE |7. ManRieD FX] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (eysort FUNDER TYEAR]IF UNDER 24 HRS. 
- Hf 
2 3 2 wipowep [] Divorced [] Nove 13, 1892 eS yes sanm) Bove | Hours | Adin. 
2 & ae a “1100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
& 8 o 3 a during most of working life, even if retired) 
$ 22%. JF |)Salesman Roofing Co. Virginia United States 
3 “A § & " H3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
638 
& See James A. Cloud Virginia W. Campbell 
= £23 1S, WAS DECEASED EVER INU. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Addren SV KOSVille, Mde 
= jon, 00. of ueknewn) IHF yes, Giver or dotes af service) d 
aes oS ist WW - 1919] unknomm Records of Springfield State Hospital 
te ae 
>. 2 g < 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).J INTERVAL BETWEEN 
3 205 PART |. DEATH WAS CAUSED 8: bap pe sy 
z 35: ; PAT UMEDIATE Cause (o)__ BPOnchopneumonia da’ 
= eelese AU. DUE TO 
a ae 
= a ge Conditions, if ony, which w_Arteriosclerotic heart disease; coronary arterio4 years 
3 Bes Gove rise fo immediote ak 4 
5 ec couse (a), stating the under ( CVETO SCLEYOSIS e 
fe see lying couse lost. () 
z 2 5 .. Zz Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN P. VojL19. WAS AUTOPSY 
Fae = fe] - as ais ¢ PERFORMED? 
2Ee3e =|Chronic brain syndrome asS0c. With circulatory ance, with cerebra 
Gio tee Slarteriosclerosis, with psychoti ate on yes} NOC] 
me gees F | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Ii of item 18.) 
geo2° & | OR CONTRIBUTING C1 CAUSE OF DEATH 4Qly 
seges © | UF ETHER, QTIFY MEDICAL EXAMINER) | oo 3 ~ 
g ro = 3s & [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
$5305 s Mescoreu te aint ome RG ta foctory, street, office bidg., etc.) | 
z= 2 Fe g pa lot work [1] ot work =ff- hte i aes 
85585 2 
e272 a 21. | certify that | attended the deceased fram March 23,1956 bese * to April 6 eae 6 19.58. that | last saw the deceased 
ro} Zz " 
os Ses alive on__ April 6 _1958 34x Lene , and that death accurred at__8200Pm, from the causes and an the date stated abave. 
une OG fg oF 
© Be 4 ae ADDRESS (Street, city or town, stote) DATE SIGNED 
a acTUAL tas fh 
srese | [fettim canaieg) wo... Springfield State Hospital _ h/7/58___. 
saza 
geass PHYSICIAN'S 
Rese: ame (type)__ Martin Gross, M,. D. _Svkesyille,-Maryland.........-- 
a8 eo > ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county) Stote 
7 (Store) 
9,5 8° REMQVAL (Specify) O 2 3 S 2 : C F 
ofa kt KiAre me x Orllion ors JST (Satd Usd a aed ON {VL OA ers 
ee te 23. FUNERAL DIRECTOR'S SIGNATURE Dao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
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YS ANS fA 4 HEo44 OATE QEg { Desf ’ / 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 _ 
CERTIFICATE OF DEATH 


aad 


04415 


Fei Reg. Dist. No. 
z Zz acl 2) pe RESIDENCE {Where deceased lived. If institutian: Residence before admission) 
z °. b. COUNTY 
32 eae Maryland Carroll 
. b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 
S ae ‘ond give neorest town! A 
a rural Kesville Life ¥ rural--Sykesville 


¢ 


Then please remave carban popers. Pages I and 2 shduld be file 


, cremation, or remavol, and in ony event within 72 haurs ofter death. 


|. NAME OF HOSPITAL (if not in hospital, give street addi , d. STREET ADDRE: . 1S RESIDENCE 
* OR INSTITUTION eee Sg = © ON A FARM? 
Hodges Rd. Yes KJ] NOT] 


3. eas First Middle 4. (hus Month Yeor 
iyeecreant) AIARTORIE ZANTHA Ceo iis DEATH April 12. 1958 
5. SEX 6. COLOR OR RACE |7. arRieD fe] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In y yeon RJ IF UNDER 24 HRS. 
jos! jin. 
female colored |weowef — ovorceoQ | 12-10-1902 seed beat gael Baas 
Pn 10. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
f during most af working life, even if retired) _ 
r housewife -- Maryland U.S. 
= 13, FATHER’S NAME 14, MOTHER'S, MAIDEN NAME 
Levi Rheubottom Alvina V. Dorsey 
15. WAS DECEASED EVER IN U. S. ARMED. rey 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes. no. of unknown) {IE yes, give wor or dates of service} 4 
(e) Yorman R. Collins Seme 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (6), ond (c}-] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


f QUE TO Dae 1¢ S77 


Conditions, if ony, which My Bir i Z a Vy ane 

gove rise ta immediate 7 

couse {a}, stating the under. (CUETO LT LOT 
lying couse lost. {el 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |19. Rasen 


yes] no] 
200. ACCIDENT WAS UNDERLYING o. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEAT 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year }20d. INJURYOCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour on. While Not while foctory, street, office bldg., etc.) | 
p.m. yw jot work [“] ot work [7] { 


21. certify that | attended the deceased fram____/. WEL, to LPs _-. 19:25. ,that | last saw the deceased 


INTERVAL BETWEEN 
ONSET AND DEATH 


MEDICAL CERTIFICATION: 


After this certificate has been signed by the attending physicion and campletely filled in by 


page 3 shauld be detoched far use as the burial-transit permit. 


ENDING PHYSICIAN: The tow requires thot the death certificate be executed within 24 haurs oftey death: Page 4 
hospital or attending physician. 


c] = 

< 5 alive Ope eee Wet WS. ~~. and that death occurred at 6.-4-_M, fram the causes ond an the date stated above: 
~~ 2 4 a hye ADORESS (Street, city or town, stote) DATE SIGNED 
ayeze sett 3 ales ann lcci td Lipa SY 
z 3° 5 / PHYSICIAN'S 
moses “idlige ees CS RY A a ne ee eS S| ‘ 
3 33 ? Te. tenSiacteny ‘2b, DATE THEREOF ‘Zac. NAME OF CEMETERY QSEMEMATINY 72d. LOCATION (City, town, or county) {Stotey 
= pe 2 Renter 4-15-1958 Johnsville Carroll Co., Md. 
4 2 23. FUNERAL OIRECTOR'S SIGNATURE ADDRESS: ‘24a, REC'D BY REGISTRAR | 24b. ar $ id 
Y5,At5 0 Cc. M. Waltz Winfield, Md. oie aee eae | Can sek 


st 


1 


FOR STATE 
HEALTH 


es 
“5 Office along with form PM3. Poge 5 may be retained ¢ 


ive Pages 1, 2, ond 3 to the funera 
TO FUNERAL DIRECTOR: Page 3 shoutd be used as 0 buriol-tronsit permit. Fite poges 1 ond 2 with the State Baor 
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pending” in pencil in Item 18. 


ed to the Chief Medicol Exominer 


EXAMINER: This cert 
'@, writing the word “ 


r 


execute the cert 
or its designoted agent, priar to burial, cremation, or removal, and in any event ithin.72 hours ofter death. 


TO DEPUTY MEDIC. 
4 should be far 


2 
a 


. ASME 
5M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 44146 


Reg. Dist. No. 


PASS" EXAMINER'S CERTIFICATE OF DEATH 


fe PLAGE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before odmission) 
: Carroll marvtano || ° STATE Ma b. COUNTY 


B. CITY OR TOWN i ounce corporate ii wit RURAL c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give neores! town) J 
give Beerait 180) 


Sykesville 25 yrs,10 mo Baltimore City _ if é- 


d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitol, give stree! address} dé. Ca ADDRESS: @. IS RESIDENCE 
pee nWVeRiggge © aad 


S) springfield s State Hospital _ res) NOS 


3 
Deceaseo 


Firs Middle ~ e DATE Month — “Dey Year 
(type oF print) E ‘ 


<a CostT) bam April 13188 


ii COLOR OR RACE [7 MARRIED ["} NEVER MARRIED [of] 8. DATE OF BIRTH 9. AGE {in yoo [IFUNDER 1YEAR| IF UNDER 24 1585. 


white winoweo [] _—opivorcéo 11-5-01 * Sean. Ped, Boys) eerste 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Slote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) 
. U8 Ae 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


neral B. Costin ___Nora_E._Davis_ 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? all SOCIAL SECURITY NO. | 17. INFORMANT Address 


{es no, e# unknown) {It yas, give war ar dates of tervica} 
| ecordeof Springfield State Hospital 


no. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, on ite). ) INTERVAL SeTWtCH 


PART |, DEATH WAS CAUSED BY: Wee { 
IMMEDIATE CAUSE (0) (& ofon ARY @ ec LiL ton) 
/ ove 10 
Conditions, if ony, which o_ 
gove tise lo immediote coure 
(0), sloting the underlying( PUE TO 
couse fost, 7 e. o- 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE TO DEATH BUT NOT RELATED ‘TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. ee AUTOPSY _ 
RFORMED? 


ves oO nod] 


__ seers 


3— 
200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY Preroreee (Enter noture of injury in Port 1 or Port II of item 18.) 
PRIMARY 1) of CONTRIBUTING () 
CAUSE OF DEATH. J 


2c. TIME OF INJURY Month, Doy. Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Hor (City oF town) 
White nae foctory, sireet, office bi 
‘ot work [] of work (C} owe sae 


21. certify that | taak charge af the remains described abave, held an Autopsy [], Inspectian bd. Inquiry Py. and in my 
Natural causes fg, Accident []. Svicide (J, Homicide ([], Undetermined manner [7] 


MEDICAL CERTIFICATION: 


Thoin. t j ap, CHIEF MEDICAL EXAMINER o eae 
? ASSISTANT MEDICAL EXAMINER [7] of 12 /. 
: Whee 
ae: Sy. nS F y ¥ ™ Rese DEPUTY MEDICAL Examines TS ys g 


‘io. BURIAL, CREMATION aS 7} é/, (re Tic, NAME OF CEMETERY ORSGREMATORY 22d. LOCATION (City. town. or county) (State) 


ei sva AUT AIMEE FARK | A/0COLNWA AGE _ 


3. FUNERAL DIRECTOR'S SIGN) [6 a C7 gi RRRRESS Af e7 a] Me RECD WY REGISTRAR ‘Te REGISATAR $ SIGN. 


AZ ey ey “Yel FOoMCr/ DS eA7| obPR2 | se |W 


aX nivaund 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4417 
4d CERTIFICATE OF DEATH Reg. Dist. No. 


PLACE OF DEAT; 2, USYAL RESIDENCE (Where deceased lived, If intution: Residgnee before admission) 
Sern ee 2 MARYLAND || & eel Bea ae es 


b. CITY OR TOWN [If outside corporote limits, wrile LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF oytside corporote limits, write RURAL ond give nearest town} 
BUIRAL andigive nearest fown) Ee. / 
YA a i PK= oh 


d. NAME OF HOSPITAL {If not in hospitol, give street > | d. STREET ADDRESS e. .* hgh 8 


OR INSTITUTION ‘A FARM? 
22 Wan At ves onl No FT” 
|. NAM First Middk 4, 
Bed irst liddle . : Lost ee _ Me 
* bet or prinl) ale bf Legere! DEATH La bruit 
5. SEX 6. COLOR Or RACE |7. MARRIED [) NEVER MARRIED [] |B. DATE OF BIRTH . AGE (In years [IF UNDER 1 YEAR IF UNDER 24 HRS. 
f Lae a: 
E 4, wivoweD fA —_bivorced EF] MAEVE TE yo. 
100. USUAL OCCUPATION {Give kind of = done| 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (State or foreign 17? 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) rd. 4u. 
pre eeeoreg 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME - 


E Vn am 
1S. WAS 6 ad INU. a eters a= 16, te. SECURITY NO. |17. INFORI i Address. 
(Yes, no, of unknown} {it yes, give wor or dates of service] 


1B. CAUSE OF DEATH [Enter only one couse per, L for (0), (b). ond fc). INTERVAL re 


ol 


nero! director, 
Id be filed with” 


4 


cate be executed within 24 haurs affex death. Page 4 


¢ remave carbon popers. Pages I and 2 sh 


72 haurs after death. 


PART |. DEATH WAS CAUSED BY: ONSET AND 
IMMEDIATE CAUSE (0} 


“Yy ; DUE To 
Conditions, if ony, which © 
ove rite to immediote 

cotse (o}. sloting the ynder. { OVE TO 
tying couse lost. () f(D fh of Lk ds le Cty Le A1 


Paat Il, OTHER SIGNIFICANT.CONDITIONS CONTRIBGJING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDSLION GIVEN IN PART 1(0)]19. WAS autopsy 
lem Mt 1 ew - a 4 yes] NOW) 


J 


200. ACCIDENT WAS UNDERLYING 0) 20b. "et Oy INJURY OCCURRED. {Enter noture of injury in Port | or Port It of ftem 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


206, ee ay DET Month, Day, Year |70d. INJURY OCCURRED — [20e. PLACE OF INJURY Home, form, [20F. (City or tow, (County) (State) 
While Not stile ea street, office older etc. My 4 
E95 flor work [] ab work - Ka abeinZe GaekR bea 
7 ! wr jat | zy the — ibe. 113.5% aCe AA L. L277 rthat | fast saw the deceased 


alive on 1K ~ L WS) e that death occurred at’Z,'.9, bn om the causes and on the date stated above. 
0 A i DATE SIGNED 


Then pleos 


vent 


|. cremation, ar removol, ond in any e 
MEDICAL CERTIFICATION 


> 
5) 
= 
a) 
a 
= 
2 
rf 
a 
£ 
° 
8 
2 
= 
6 
c 
2 
- 
a 
“3 
o 
2 
£ 
9 
S 
= 
re) 
2 
= 
> 
a 
€ 
a 
L'a 
« 
o 
o 
a 
s 
= 
ae 
° 
Py 
$ 
= 
& 
= 
< 


e haspi 


i 


TO HOSPITAL OR AT ENDING PHYSICIAN: The low requires that the death ce 


ACTUAL 
SIGNATURI 

PHYSICIAN'S 
NAME (Type! 


- BURIAL, CREMATION, 
REMOVAL ( 


page 3 should be detoched for use os the buriol-transit permit. 


the registrar prior ta buri 


may be retained 
TO FUNERAL DIRE: 


23. FUNERAL DIRECTOR'S $i TURE , ae ae 


F Z 


aA avaand 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4431 CERTIFICATE OF DEATH ses oun, OOEL8 


= 


&g 
AY per 
d with 


c ey I. OTHER ae doealE CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) ] 19. se eae 
SSOC. eir 6: urbe: i 
with pevoh Fd a latory nce, with cerebral arteriosclerosis,| \t5 Cy Nomi 


20a. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port f or Port fl of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF ELLER NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} (Stole) 
Hour a.m. mae While dlatushite eeLstOry, tieeel, atten’ bidg,, etc.) | as 
pm. 19 for work [J at work [] H 


21. 1 certify that | ottended the deceased from September 17 1997, to April 17 28s j 1998. thot | fast saw the deceased 
alive on SS Bee F 1258. and that death occurred ot li 30AM, from the couses and on the dote stoted above. 


MEDICAL CERTIFICATION 


oa q i 5 ya aie 3 ae ice (Where deceased lived. If institution: Residence before odmission} 
ce | : Carroll marytano || °° Maryland ® COUNTY Von e 
‘ ar) 8 b. sy re (lt Cel ite corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town} 
ond gi rest to 
3 8s Rural °S Sykesville 7 months Silver Sprii / 4 
aS > pring / 2 
se ee d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS °. is RESIDENCE 
8 MJ / A FAI 
eek Springfield State Hospital 729 Silver Spring Avenue YSiENOIS 
i} ce “ 
«£ inde 3. NAME OF First Middle lost 4. DATE Month Dey Yeor 
oa DECEASED OF 
a 2; yearn) Lawson Brown CULP DEATH April 17.19: 58 
£ 2 $. SEX 6, COLOR OR RACE [7. MARRIED [ENEVER MARRIED [-] |. DATE OF BIRTH 9. AGE (In yoon UEUNDER 24 HRS. 
2 es male white wipowen C] ovorceo] | Nove 23, 1879 48 Wa. | meee Pare) Age 
- = 100. L i © fore: y 
4 8 3 00. reas Haat eee met ere Re Set POCHS Fe (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Eo ve I Ret. telegraph operator, —— outh Carolina nited States 
on - 8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 §8 John Green Culp Margaret Cobb 
B Be &' 
2h Sao 
2 af ge eco | eT Tr acme ‘tee Bykesville, Wd. 
tpt = Records of Springfield State Hospital 
3 z g 18. CAUSE OF DEATH [Enter only one couse per line for (a). (6). and (c}.] INTERVAL BETWEEN 
ov 26 4 
2 3 » Nala TS e Bronchopneumonia Days 
a= Had Not put to 
23 Conditions, if ony, which hs Arteriosclerotic Heart Disease Years 
$ n' gove r to immediote 
Ses {0}. stoting the ynder- { OUE TO | 
gee lying couse lost. Generalized Arteriosclerosis. Years 
38 
23 
"Pe 
Z36 
ag6z 
ose 
aes 
=x a. 
ase 
22 
a < 
Gla 


the hospital ar attending physician. 


the registrar prior to burial, cremation, ar removal, and in any event within 72 hours clemeat? 


page 3 shauld be detoched for use as the burial-transit permit. 


£ ADDRESS (Street, city or town, state) DATE SIGNED 
 ) j oe nefield State Hospital. 4/2/58. 
ee f oe 

Ee NAVAE Type Agustin del Campo Sykesville, Maryland _ 

F 3 Fa ‘Tac. NAME OF CEMETERY OR CREMATORY. Td, LOCATION (City, town, ar county} {State} 

£32 Bum ext " | 4/19/58 FI, LINCOLN CEMETERY PRINCE GEORGE COUNTY, MARYLAND 
er 23, FUNERAL DIRECTOR'S4IG! pore ADDRESS 2ha. REC'D BY REGISTRAR | 24b. Ri 25 

saga Cee ptceg, STV SPRING, MD, log con (Ais 


funeral director, 


in 24 hours fier death, Page 4 


Poges 1 ond 2 ¢. be filed with 


d completely filled in by 


Then please remove corbon papers. 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 hours ofter death. 


ysicion on 


ENDING PHYSICIAN: The low requires that the death certificate be executed with 


R: After this certificate has been signed by the attending ph: 


he hospital ar attending physician. 


TO FUNERAL DI 
poge 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL O 
may be retaine: 


_] 5: sex 6. COLOR OR RACE | 7. maRRieD [_} NEVER MARRIED [[] 
Female White wiooweo £% oivorceo [] 


I 10b. USUAL OCCUPATION (Give kind of work his KINO OF BUSINESS OR INOUSTRY [" BIRTHPLACE (Stote or foreign country) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


" 4432 CERTIFICATE OF DEATH 4419 


Reg. Dist. No. 


\, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceaied lived. If institution Residence before odmission) 
©. COU! 9. b. COUNTY 
Carroll nee Maryland Balto, Giby 
b. CITY OR TOWN {If autside corporote limits, write Poy ieee c. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest town} Vv 
RURAL ond give nearest town) 2 
esville Sellmos,lidays Baltimore /2 / ee Bp 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS ‘ @. 18 RESIDENCE 
OR INSTITUTION - > ON _A FARM? 
Springfield State Hosp 000 Middlesex Rd WELBClg 
. NAME OF it iddl 4. DA 
3. DECEASED. First Middle Lost ig, Month Doy Yeor 
{Type oF print) Theresa Marie Atkinson DANEKER DEATH April 10 1958 


8. DATE OF BIRTH a tl Leet VE UNDER 1 YEAR! 1F UNDER 24 HRS. 
irthday} 4 
Unknown ed | ee 


12. CITIZEN OF WHAT COUNTRY? 


during mast of working life. even if retired) 


Housewife - Maryland U.S,A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
George Atkinson Elizabeth Atkinson 
1§. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, 96, oF unknown), (Hf yen, give wor or dates of service! 
No - - "a Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (a). (b). and (c).] INTERVAL BETWEEN 


ONSET ANO DEATH 
IMMEDIATE CAUSE (o} 


PART I. DEATH WAS CAUSED BY: “ 
4X 


eo DUE TO 

Conditians, if any, which w___Generalized arteriosclerosis. Years 
gove rise to immediote 

Dig eamiles sar ig__Diabetes Mellitus and gangrene of right faot. 


B.Seassoc.with dist.of metab.,growth or nutrition,with senile brain lS oe 


pase h usycho yes] no ft 


Paar tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 


q 
20c. ACCIDENT WAS UNDERLYING 1) 

‘OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, 
Hour 0. m. 


20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Port Il of item 18.) 


Doy, Year ]20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
While Not while foctory, street, office bldg. etc.) | 
jot work [7] at work [7] i 


21. | certify that I attended the deceased from March 7.5 ____. 19.55._, toAprdd 10, 19.58 that | tast saw the deceased 


MEDICAL CERTIFICATION 


alive on_April 9, = 58 and that death accurred ot6200A _M, from the couses and an the date stated abave. 
4 / ADDRESS (Street, city or town, stote) DATE SIGNED 

seu mo. _.Springfield State Hospital 4/10/58 _ 
PHYSICIAN'S. 3 
NAME (Typ)_’ Agustin delCampo, M.D. eyikesvi les Neryland. 9 a 

Re. REBECA MATION, 22. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 5 iy, Yawn, or county} (Stote) 
=e age 412-58 New C,thedral Cemetery| Baltimore Md 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

William Cook-Blight, 6009 Hirford Road partPR 21 '58 f es of 


L auhinenied STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4433 CERTIFICATE OF DEATH 0442; 


Reg. Dist. No. 


ia aes eae 2. ca eel (Where deceased lived, If institution: Residence befare odmission) 
a. b. COUNTY 
Carroll MARYLAND: 2 


b. CITY OR TOWN (If autside carporate limits, write | ¢. LENGTH OF STAY IN Ib ergy = oan (lt oultiy corporate limits, write RURAL ond give nearest tawn) 
a» RURAL ond ave cee oe a, ; 
Sykesvil 2 months 28 | Baltimore = - om 


d. NAME OF HOSPITAL ra nat in haspital, give street address) d. STREET ADDRESS: e. 8 RESIDENCE 
oR INSTITUTION ON A FARM? 
Springfield State Hospital unkn yes [J No 


= 


funeral director. 


oftier death: Poge 4 


3. NAME OF iS Middle lost 4. DATE Month Day Year 
Dectase OF 
(Type or print) Dean Davis DEATH ir 168 


Pages 1 ond 2 ¢. Baififea/onh 


tely filled in by 


5. SEX 6. OR RACE |7. MARRIED L] NEVER MARRIED [A] |8. DATE OF BIRTH 9- AGE tn yoo [FUNDER VEARIE UNDER 24 HRS 
lox! birthday] Days | 4 Mi 
wiooweoZ] —_worceo 1] | 10— G82 75 yes. ES bah irate {| sae 
T0o, USUAL OCCUPATION (Give kind of wark done] 106. KIND OF BUSINESS ORINDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 7] a 
iaborer Litt eel Fb unkn 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Unknown Unknown 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(Yes, no. oF unhnow UF yes, give wor or does of service) 
tA mkn &.S.Hospital Records 


8. CAUSE OF DEATH [Enter only ane cause per line far (0), (b), and (c).] 


PART |. DEATH WAS CAUSED BY: 
y oy EATH Was CAUSED BY:  Bronchopneumonia 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon popers. 


ry ithin 72 hours after death. 
a 


Cudotitons itronyme hich » Arteriosclerotic cardiovascular disease 


gave rise ta imm: 


couse (a), stating the under- (| OUE to 
tying cause lost. {c). 


pe M. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)} 19. Meroeenea 
iP. Se eyassoc. with senile brain disease with psyche reaction ves (] NOX] 


UTING TC, 
NOTIFY meoicat EXAMINER) 


requires thot the death certificate be executed within 24 hours 


in signed by the attending physician and cample 


sit permit. 


‘and in an: 


o 


3 8s § |20c TIME OF INJURY Month, Dey, Yeor [20d. INJURY OCCURRED _|0e. PLACE OF INJURY (Hame, oe 20F. {City or town) (County) {State} 
= 23 ray Hour a.m. While __ Nat while foctory, street, office bldg. 
z 25 g p.m. 19 fat wark (ot work Hl 
5 
2 ee 21. | certify wn attended the deceased from.___ 1-8- ede 1FO SS 4 see 19.58 thot | last saw the deceased 
2 -= 
ets alive on___ "4 a --4 18 8 ond that death occurred at_. 8 154M, 1 from the causes and on the date stated above. 
Fe 23 
So ADDRESS (Street, city or town, state) DATE SIGNED 
Be ee & Jeonpacs'i . Soringfield State Hospital Un5=58_. 
£o2R 0 
28a2 PHYSICIAN'S 
eget NAME (tye) Edmind Lusthaus Sykesville, Maryland... 
& 8 -ie ‘> Ne, ie OF ae: "el PAAQCATION (City, tawny ay county] 7 (Stale) 
rao Ya / 
xbRE es eS a Migasdile Jit Hak lt VAD 
oon = 
ee | fae oe" Bp, REGISTRAR'S SIGNATURE 
Vs A15 (4) SAL 


30h nveund 


eet TT Se! 
Marna 


1 , MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4434 CERTIFICATE OF DEATH 442% 


ice Reg. Dist. No. 
5 = iP func roneentt 3 ee ce (Where deceased lived. If institution; Residence before admission) 
: ; 
ay & Carroll MARYLAND || ° Maryland » COUNTY Anne-Arumdel / 


offer deoth: Poge 4 


° 3 b. hon (lt peat or limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
g eS area 
S52 sykeavi ite 2lyrs.9moselidays Sparrows Point 
a: 4 d. NAME OF ‘OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. s RESIDENCE 
Po re) IN ARAM 
7; 
: pringfield State Hospital 2 ves) NO LX 
oO 3. erases First Middle Lost 4. are Month Day Yeor 
i; rayne eas pan Elsie Bell DODD beam April 2h, 1958 
3 
o 
é 


S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIEDI] | 8. DATE OF BIRTH 9. AGE {ia years TF UNDER 24 HRS. 
i a H Min. 
e Female White  {wioowes ovorceog) | June 15, 1898 Sg ale ee 
oe 100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Ea during most of working life, even if retired) 
cs None - Maryland U.S.A. 
a & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5S , 
he Willien Dodd Louise Bell 
a2 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT Address 
2 
E (Yes, no. or unknown) {IE yes, give war or dates of tervice) 
ok No = - Springfield Hospital Records 
le 19. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).} INTERVAL BETWEEN. 
= ONSET AND DEATH 
= PART |, DEATH WAS CAUSED BY: 
a pf / xe IMMEDIATE CAUSE (0) Bronchopneumonia _2 Days 


eT DUE TO 


og a ook o__ Chronic rheumatic heart disease 
gove rise 10 immediate 

couse (0), stoting the under. ( DUE TO 
lying couse lost. (e). 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}/ 19. Say AUTOPSY 
Mental Deficiency with epilepsy. | fe hee = 


Years 


‘onsit permit. 
|, ond in any e: 


KP) 
200. ACCIDENT Mime or Oe 20b, DESCRIBE HOW INJURY OCCURRED. {Enter noture af injury in Port | or Port I! of item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATI 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘2e, PLACE OF INJURY iHome, belies nt 20F (City or town) (County) {Stote) 
aoa en int While hea Seale faclory, street, office bldg.. etc 
Pm. 19 Jot work [J of work (J H 


£_M, from the causes and on the date stated abave. 


Zz 
9 
5 
¥ 
5 
& 
bs] 
< 
g 
a 
2 
= 


: After this certificate hos been signed by the attending physician ond completely filled in by 


poge 3 should be detoched for use os the buri 


ENDING PHYSICIAN: Tha low requires that the deoth certificate be executed within 24 hours 


he hospital or ottending physicion. 


the registror prior to buriol, cremotion, or remavol 


Ss ADDRESS (Street, city or town, stote) DATE SIGNED 
= Springfield Hospital 4/21/88 
ve 
232 1 lewwacans mei delCampo, M.D. 
Fd cd g ‘2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
zee pay" Apr. 28, 1958] Odk yeu, Cometors Colgate, Md. 
2 2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
sense Ullrich Funeral Home 2112 Dundalk Ave. oare_ APR 2 8 '58 (4 


3A nvauns 


ae Db o UdV 4 ¢& 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 4 4 9 2 } 
“4435 CERTIFICATE OF DEATH ; 


ond 


Reg. Dist. No. 


~ se 

e. 3 $s 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceated lived. If insitolion: Residence before admission) 

EY Moss o. COU Ss b. COUNTY 

ed Carroll hope tine) Maryland Balto,Co 

£ De 'b. CITY OR TOWN [If outside corporate limits, write ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) Vv 

g 54 RURAL ond give nearest town) 

vc 32 Sykesville ms.imo.8da Catomsy e pie: 

a 2 4. NAME OF HOSPITAL (If not in hospitel. give street oddreis) d, STREET ADDRESS ©. (§ RESIDENCE 

x. bad rin uUTh 4 ON A FARM? 
= eld State Hospital ’ >. Sa ves] NOI 
£6 3. NAME OF First Middle loot 4. DATE Month Doy Yeor 
os DECEASED OF 
23 (Type or print) Walter Rudolph DOY LE DEATH April 1 19 58 

v > 5. SEX 6. COLOR OR RACE | 7. MARRIED [—] NEVER MARRIED 8. DATE OF BIRTH % Rone: [IF UNDER 1 YEAR] IF UNDER 24 HRS, 

b ) ot ey Months| Dy Min. 
cae Male White wioowf] _oworcto] | September 15, 1894 Gauss. :|| iy eS] 
a4 
4 ae Wo. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or ae country} 12, CITIZEN OF WHAT COUNTRY? 
set during most of working life, even if retired} 
zed penter q 
o & . 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
58% io = 
gb LAWKEMCE f2. Poy Lt Sarah R, Doyle (C4 YM 1m! vis 
E 8 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
6 ce (Yes. no or unknown) ( yes, give wor or dates of service] 

EH ‘o ras - Sphingfield Hospital Records 
= 1B. CAUSE OF DEATH [Enter only one couse per line for {0}. (b), ond {c).] woewvat BETWEEN 
2 PART 1. DEATH WAS CAUSED BY: Coron lust SSDI ZeN TH 
a 4 / IMMEDIATE CAUSE (o}___* ary occlusion 
== DUE TO 
= 

Conditions, if ony, which 1 


gove rise to immediots 
couse (0), stoting the under ( CUETO 
lying couse lost. © 


In tu it fiona SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}] 19. ren 
v' . psychotic reaction, Fulmmary tuberculosis, far adyenced, ves [] NO 
200. ACCIDENT isi UNDERLYING oO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port It of item Tay 


OR CONTRIBUTING C) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


6c. TIME OF INJURY Month, oy, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town} (County) {Stote} 
ie 4k the ai: foctory. street, office bldg., etc. H 
. jot work [“) of work 
wt ney PAL Laster the deceased from September 27,1955. tolpril_15, __.. 1988 ..thot | lost saw the deceased 
, and that death occurred at_7230A M, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote} DATE SIGNED 
Met, 


Springfield State Hospit 


OR: After this certificate has been signed b: 
MEDICAL CERTIFICATION 


he hospital ar attending physician. 
page 3 shauld be detached far use os the burial-transit permit. 


« 


MDZ 


eine Julian bes ah _Sykesvi). a Maryland 


ity, town, oF county) i 


24a. REC'D BY Pec ‘24b. REGISTRAR’S chats! 3 


oate APR 1 7 °58 


the registrar prior ta burial, cremation. or remaval, and in any event 


may be retaine 


TO HOSPITAL OR AJTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 
TO FUNERAL DIRI 


“S$ °A Nvaund 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ( 4 4 9 3 
yal 4436 — CERTIFICATE OF DEATH 


es — fe. Reg. Dist. No. 

(sy a: a if PLACE OF DEATH 2 EF ENR i 2. USUAL, RESIDENCE (Where degeosed lived. If institution: Residence before odmission| Va 

is b. COUNTY 

e & MARYLAND 

~ 32 Le Le sa JHA LLL Ee 

€ Be  Aige: | «. CITY OFTQWH [if outside, dorporote limilsy wyite RURAL ond give nearest lown} 

8s i 

, SS CH tie Att} On x (CO SLLEAMEOE 

oid d. NAME OFAO PITAL (If not in hospital, give street oddréss) d. STREET ADDRESS e. 1S RESIDENCE. 

* lay OR INST/SOTION j L ON A FARM? 
“ fo) / YES a NO. 4 
E + MAM ob Ps in ie 
3 (Type or print) DEATH L 
2 2 


c ee 7 

ZA S wiDOWED [] bivoRcED [] ES / ak 20 

Qo. USUAL DECUPATION (Give kind of work done] 106, KIND: OF L. INESS OR o ede-/ ah: Oe hee {Stote or ZE count! 12, CITIZEN OF WHAT COUNTRY? 
during/Spett of xorking life, evpn if retired) Wy 

ys y LA, VL72 IND: ge 7% LZ. Sire, an 


PL dna! fe Ze pace 
AZ sew VEE, wy Khefate! 
15. WAS OECEASED EYER IN U. 5. ARMED FORCES? |i. CN EYE og3 Ng ass Address 
{Yes 10, or unknown) {tt yes, Petrone dota of service) a 
AS i LA LE LAGE C nf 


1B. ue OF DEATH [Enter only one couse line for er is ond (c).] INTERVAL 8ETWEEN 
PART |. DEATH WAS CAUSED BY: we bee AND DEA 
2 pp 


IMMEDIATE CAUSE (0! LMOWAR knew A : 
& DUE TO Se _ 
Conditions, # ony, which) gy SL EE LEAR T SPALL ORE B08 OR 


gove rise to immediote 
couse (0), stoting the under- Lue ie) ( 7 ve V3) 
lying couse lost. - - - . 


{c) 


Then please remove corbon popers. 


that the death certificate be executed within 24 hours after 
the registrar prior ta burial, crematian, or remaval, ond in any event within 72 hours after deoth. 


jires 


ton, 
After this certificate hos been signed by the attending physician and completely filled in by th 


a 
3 
ze a 
Fy = 
2285 a Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. W. 
2Fos g oa PERFORMED? 
# = f 
gases $ ves(] No] 
Cap ate = da, ACCIDENT WAS UNDERLYING C1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port W of item 18) 
5 & ‘AUSE OF DEATH 
= Bae & |(F EITHER, NOTIFY MEDICAL EXAMINER) 
2 Syie & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Bone iy Hour 0. m, While Not while factory, street, office bldg., oe 
3 iy ¥ p.m. 19 lot work [} ot work [JF 
e258 7 
2 21. | certify that | attended the deceased fram._____. JEG. _. 19 GFF yo. SE is 198 that | last saw the deceased 
2238 7S oe 
Zee 3 alive on__4P6 Oo me 1 Os. peed ond,that death occurred at. fe A the causes and on the date stated abave. 
3 
=< e 2. ACTUAL A Q a A 
S38 ws SIGNATURE Lift I~ 
=a28 ie 
Zo 22 PHYSICIAN'S 4 A 
Sos2 NAME (Type) OVS : 
S88 3s Wo. BURIAL, CREMATION, 2b. DATE ip ne 2 F CEMETERY, OR Sapa —- 7 i" {(Stote) 
o,58 bo n Sy, =i 
mom ce Re im 
Ege 
oro 
e & 


TOR'S 31g TURE fbie 240. Hef \n8 BY REGISTRAR at tr. Le Ss RS “onary G 
15 (4) g b, 
Nahas GELLEE YY lee $ C. Leth, wd pate @PR 2 1 '58 


S$ ‘A nvaund 


mm oo) 4 
361 Io dV 
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mi’ 


z ‘9 4) iS ara 3 as - brs esah ed (Where deceased lived. If institution: Residence before admission) 
a. 1 a. b. COUNTY 
se ) Carroll ee Maryland Carroll 
—— b. CITY OR TOWN (If outside corporate fimits, wri 


neral dit 


¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest tawn) : 


Henryton since 1952. Henryton 


d. NAME OF HOSPITAL (if not in hospital, give street address) I’ STREET ADDRESS 


OR INSTITUTION 
Henryton, Maryland 


oftesAdeath: Page 4 


Pages 1 and 2 shauld be filed with 


e. 1S RESIDENCE 
ON A FARM? 


3. NAME OF First Middle tos! ‘4. DATE Manth Doy Year 
DECEASED | ° 
(ype or in Emilije Eglitis DEATH April 


5. SEX 6. COLOR OR RACE 17. MARRIED] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In years 
last birthdoy) 
Female White wivowep [] ovorcto 1] | Oot. 19, 1893 6k oy 
100. USUAL OCCUPATION {Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mos! of working life, even if retired) - 
= Physician Lil Latvia 


UsSeAe 
I \ S15, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


wee 4 Peters Jansons Lizeta Laucins 


Then please remave carbon popers. 


the registrar prior ta burial, crematian, or remaval, ond in any event within 72 haurs after death. 


_ M, fram the causes and an the date stated abave. 


alive on Apr 23... 1958. 


;-/ and that death accurred ot 13 


AIZENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


> 
a 
e 
v0 
° 
a 
is: 
2 
a 
3 
o 
& 
vu 
H 
5 
S 
Bt 
‘ 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORIAANT Address 
a (Yan, no. er unknown) UIE yes, give war or dates of tervice) 
2 No | None Dr. Rudolfs Eglitis - Henryton, Md. - Husband 
xe 18. CAUSE OF DEATH [Enter only one couse per line far (o}. (b), ond {c}.] INTERVAL BETWEEN 
PA ONSET AND DEATH 
= PART §. DEATH WAS CAUSED BY: 
3 IMMEDIATE CAUSE (o)__Lnani tion 
= é } DUE TO 
= 
$2 Conditions, if ony, which Cancer of vulva, inoperable, recurrent. 
- c Gove rite lo immedioe | To 
3 : 
=o couse (9), stating the under- 
gs lying couse lost. «) Generalized deforming Arthritis 
2c e 
‘oS 5 A Pant I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Nop] 89. Bron eye 
Sea 2 “ORM 
ass 3 ves] not] 
ree % [200. ACCIDENT WAS UNDERLYING C) [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part lar Part I! of item 18.) 
3b 8 & [OR CONTRIBUTING 1) CAUSE OF DEATH 
cyt © | {IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sats a Tear icnnn EE 
65S S [20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20f. (City or town) (County) (State) 
so 3 Beare ours. 1p While, No while foctory, street, affice bldg., etc.) | 
sz 2 = p.m. jot work [7] ot work ' 
ase : 
20 21. 1 certify that | attended the deceased from. October ___ hat | last saw the deceased 
2a 
S 
Ss 
oS 
Uv 
° 
2 
2 
> 
oJ 
ic 
o 
© 
& 
° 
a 


+ ZL. ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL 01 00. Wiaril 
Pet ee ae 2a 3 EP ot o> Dn _ 4r23-58 
Ser 
wae. PHYSICIAN'S 
Seg NAME (Type) s M. Maculans, MN. De _Henryton, Maryland 
ao ow = 
aS 20. BURIAL CREMATION, | 225. DATE THEREOF 2c. HAE OF G YOR CREMATORY 22d. LOCATION JCHY, town, t Biot 
£72 eet 77 mot, Wd 
Ps LLL ALLE, g, L410 é CAL CLAN IA GE Che VILE 
be con y 23. F RAL DIRECTOR'S SIGNATURE af 24a. REC'D BY REGISTRAR Bab. REGISTRAR SHGNATURE 
VS AIS) 


oafPR 2 0 '58 SU 


15M 10/57 


od 
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= Se z 
* (Se \ [1 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF institution; Residence befare odmission) 
é a a \| ' a. COUNTY a. STATE b. COUNTY 
= om Carroll Maryland 
£ a aw b. CITY OR TOWN (If outside corporote limits, wrile | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorest town} 
¢ 24, RURAL and eee town) Ll 30h, é Balti bee A com 
2 / : 
enryton s mor v le ee 
3 4 3 a d. NAME OF HOSPITAL (tf nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
ba 2 OR INSTITUTION ON A FARM? 
pate e Henryton State Hospital 507 Pine Street ves] Nog 
5 i 
2 £6 3. NAME OF First Middle Lost 4. DATE Month Dey Yeor 
De 
& 23 Type oF prin) Walter Abraham Fisher DEATH April 3. 19:58 
a ae 5, SEX 6. COLOR OR RACE 17. MARRIED GE] NEVER MARRIED [] | ® DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 ze lost birthdoy) [Months] Doys | Hours Min, 
bgp Male Negro wiooweoE]) _ovorceo] | Feb. 12, 1890 68 ys 
2 & ae 10a. USUAL OCCUPATION (Give kind of work done| 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 885—~ during most of working life, even if retired) sei staan mie 
3 Bee Laborer Unknown more, Marylan 
3 § PO» _F18 
og 6 Gg 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
« sie 
2 2) 9 3 A n 
8 Sex Emanuel Fisher Louise Charlett 
é 239) 3 15. WAS DECEASED EVER IN U.S. ARMED FORCES? (16. SOCIAL SECURITY NO. |17. INFORMANT Address 
amet lae (Wen, 00. er unknown) it yes, give wor oF doles of service) é 
& p&p No | 212-16~-6542| Walter A. Fisher - Patient 
« 4 
2 Eee 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c)-] INTERVAL BETWEEN 
3 285 PART |. DEATH WAS CAUSED BY: ‘ ONBEIENG DET 
han a IMMEDIATE CAUSE (o)_Far advanced pulmonary tuberculosis. 
5 fF : Tak DUE TO 
> 
ri: Gane Che = 
E R media 
+S Sei couse (0), stoting the under. ( OVE TO 
= ge eo fying cause lost. ) 
38 3 5 J 3 Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo} 19. Fi gl 
SROf5 = 
Tay eae < ves) No) 
2216 2.9 rv) 
ral = = 
i 2 iB 5 = 200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port 1 or Port Il of item 18.) 
Sinise & | on CONTRIBUTING C1 CAUSE OF DEATH 
Zeses & ](F EITHER, NOTIFY MEDICAL EXAMINER) 
SoEes & }20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED  ]20e. PLACE OF INJURY (Home, form, 120f, (City or tawn (Coun (State) 
wls v oy, ) (County) 
e528 a Hour 0. m. While Not while foctory, street, office bldg., etc.) i 
en ie | 2 PB. m. 9 fot work [J ot work : 
eS ? : 
g ss oe 21. | certify that | attended the deceased fram. Se@pbe 7. z 195k, ta. April. 3 ee : 19.58 that | lost saw the deceased 
Ba ze 2 5 2 
o- S 3 5 alive on_APYG] 3. ? 19.58, and that death accurred at 2 £. M, from the causes and on the dote stated abave. 
3 3 = D y ADDRESS (Street, city or town, stote) DATE SIGNED 
< = ACTUAL 415 LY, acer, ot 
aoe Ss SIGNATURE ig aa) MO. 
2 é 5 3 / PHYSICIAN’ 
ezes Name (yes, 2Ggars M, Maculans, M. D. 
bales g Hs ed 720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY id. LOCATION (City, town, or county) (Stote) 
oSSia5 REMOVAL (Specify) bb F WEF: 
ofo ee U he Sf}, ly aan PA as 
- 


7B. FUNERAL DIRECTORS SIGNA’ b6 j é Bo. REC'D BY REGISTRAR [ 24D. REGISTRAR'S SIGNATHRE 
VS A15 (4) } nae i oY Z p i CY, f 
15M 10/57 PZUMAZALH ee MATE, LOLS Ei Mua, | ATE 9 PRA 5 Sante 


$A fvaund 


S36. 6 dV 4 La 
is A meal 3 
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of 
. 


3. aro s$ Reg. Dist. No 
% 8 ¥ rv *\  Fiopuace oF beatH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
e€ 2p W 2 COUNTY Gerroll marviano || ° SATE Mawrland iia Balto,City 
aN pee of 
+ 35 ~ b. CITY OR TOWN (If ouhide corporate limits, write | ¢. LENGTH OF STAY IN Ib CITY OR TOWN {IF outside corporate limits, write RURAL ond give nearest town) 
3 3 cod RURAL ond give nearest town} : v 
Sums 2 Sykesville 26yrse25days Baltimore v ie 
O: d. NAME OF HOSPITAL {If not in hospitol, give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
oc=s } OR INSTITUTION ON A FARM? 
eae 1 Springfield State Hospital 116 W, University Parkway ves] No Oe 
2 £5 3. NAME OF First Middle tost 4, OATE Month Do Yeor 
2 DECEASED J FLYNN OF A 20 ¥ 58 
Fe Pe he {Type or print) ames F. DEATH pri 1 ’ 19 
= 3 
S Re 5. SEX 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED KX] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER T YEAR] IF UNDER 24 HRS 
= Se tayo Min. 
2 a Male White wiooweo [] _—oworceo(} | September 16, 188! op (ie ae 
3 E ae Wo. reapers eC UATION fone kind ef Sear 10b. KIND OF BUSINESS OR INDUSTRY | It. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 9. ring gnost of ek ing life, even if retire 
£228 per Marylend U.S.A 
2 5 Tk yp - ry. eretle 
3 3) 
5 5 i y 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
eae oy 
2 2 8s James E. Flynn Anna C. Braver : 
Aeneas . . 
2 3 é 3 ya WAS. Cie ae U.S. ARMED Sorc 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= 4 on, n0, OF gem) It yeu, give wor oF dats of service) 
B ofp No Ts eat - Springfield Hospital Records 
3 Uses 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c). INTERVAL BETWEEN 
© 83 ONSET ior <2 DEATH 
7° = z PART |. DEATH WAS CAUSED BY: 
a Se cas IMMEDIATE CAUSE (o)__ACUte mediastinitis 
5 Fs , x DUE TO 
= Pee Caaliaiee a ek, nails Cancer of the esopha Months 
<= f ; b gus 
8 BES gove rise 10 immediote Nig © 
3 BAe couse {0}, stoting the under- ( DUE TO 
= ec es lying couse lost. te) 
z = 3 5 a 3 Sch Paat Il. peel o ney jetta. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART Vo} } 19. Ma ehAes 
2E2t9 Qe zophrenic reaction, other and unspec 
Blin SS AN 3 ves $8} Not} 
vag00 0) 
e 25 3 § = | 2a. ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part tl of item 18.) 
25825 2 Ine ST nie SoA 
a e225 & 
Sszss & [Poe. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED [70s PLACE OF INJURY (Home, form, T20F. (City or torn) (County) {Store 
25.525 rat Hour 0. m. 1p [While Not while foctory, street, office bldg., etc.) | 
eee = p.m. lot work [J ot work [} H 
Sts 
4 $2 pee 5 21. | certify thot | attended the deceased fram. March peahig se, 19. ss, tApril 20, __ 1958 thot | last saw the deceased 
282us 
$ BS = alive an__, “a. 20, _, ond that death accurred at. hsh5P tM, fram the causes ond an the date stated abave. 
oD 7 
Ne: 3 7 ADDRESS (Street, city or town, stote) DATE SIGNED 
$2 
< s ACTUAL 
stest | [ethene vo, Springfield State Hospital 4/21/58 _ 
£a2Rs 
22485 PHYSICIAR'S 
Ses2e NAME (Type) Sykervilile, BervWleng 
3 sy 2 ‘> Po. BURIAL, SE ATIONY 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ee LOCATION (City, town, or county) (Stote) 
5%" REMOVAL (Specify 5 
Sts ge Burial 22/58 Druid Ridge Cem. [Pikesville Md. 
- - 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. aiid ceo SIGNATURE» 
) 
Ismros? \e 1, J, TICKNER & SONS, BALTO. 17, Md. (BPB) oat 


3A AVixeg bs 


Maras 
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ad 


st ————————— 
8 = 1. PLACE OF DEATH aes € deceased lived. If institution: Rebig 
3 8. b. COUNTY 
C3 MARYLAND 
4 : i le CA LOY Oa 
re} b. CITY OR CUlsideorpe Se. LENGTH OF STAY IN Tb ¢. CITY OR TOME Wi RURAL ond give nearest town) 
8 4 RURAL ont tip “PP 4 
Zz 
= 2 2 
<4 9 Li IUCr ey haupGL GT TVET ecron  d. STREET ADDRESS @. 18 RESIDENCE 
and “OR INSTITUTION ‘ON A FARM? 
a ves] No 


3. NAME OF Po jest —J Middle Of lost 4. DATE Month Year 
DECEASED e 3 
iieeeourinll 2 A Li Lp Y > fae rexel y+ 

Pilgltt a ae IF oe IF UNDER 24 HRS. 

p 11 bythday| Do Min. 

é are el 
It ey, 
tompotts 

Zs r- rh tds 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (¢)- L INTERVAL BETWEEIY 
PART I DEATH WAS CAUSED BY: Kanak alk a Pe 
) ¥ IMMEDIATE CAUSE (0 


ONSET AND DEATH 
DUE TO 


Conditions, if any, which rs 
gove to immediate 

cause (0), stoting the under. ( OVE TO 
lying cause fost. (a 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. WAS AUTOPSY 


PERFORMED? 
yes] NO 

‘20a. ACCIDENT WAS. UNDERLYING C1 | 20b. DESCRIBE HOW INJURY OCCURRED, {Enter noture of injury in Port Lar Port Il af item 1B.) 

OR CONTRIBUTING (] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INSURY Month, e Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, a 1 20F, (City or town) (County) {Stote) 

Hest fosee White Gt mt foctory, street, office bldg., etc. 
p.m. lat work [] ot work H 


Pages 1 and 


SNDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours afeadeath: Page 4 


th 
Pre 


Then please remave carbon papers. 


is certificate has been signed by the attending physician and completely filled in b: 


poge 3 should be detached far use as the burial-transit permit. 


Zz 
Q 
iS 
S 
= 
& 
& 
Vv 
2 
$ 
& 
= 


haspital ar attending physician. 


the registrar priar ta buriol, crematian, or remaval, and in any event within 72 haurs after 


21. | certify th fi ! eal the pert spon) they... ALT, jo Ayn’ 19:54-,that | last saw the deceased 
alive on... ae es, ofid that Geath occurred at 3 “7-__ M, fram the causes and on the date stated abave. 
- DDRESS (Street, city or town, Pi __ PATE SIGNED 
Pet! f eo WH tonal Ah Gece np ll. LLLTUEEL 
£o 
Z 8 Z ITSICIAN'S Ny. re te, eae 
&sy TAL, CREMATION _ 
Hil Paar pee, ica FF i ETc URL 
ats Lk A, he: LA AAEE Va UAL Z 
- ® N Of 24a. RED BY REGISTRAR te 5 SIGNATURE 
WP Hn 92 a 4 / 
we VC Bee? (uh Penns telocti (Oreo 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4 4 41 CERTIFICATE OF DEATH Reg. Dist. nt} 4 4 2 8 


ai 


= aes 

Sd 3 3 i bo parcebd tty alin  e ears RESIDENCE (Where deceased lived. If institution: Residence before admission) 

ee o. DD, b. COUNTY 

eg CARROLL MARYLAND "DERVLBN D LCHRRCLL 

€ x) b. CITY OR TOWN qt to corporote limits, write . LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

pyet RURAL ond give nearest town) 3 ‘ 

*= Will kh LARS x 6 BRL CE 

Fe oe oe aes oe {If not in hospitol, give street address) P d. STREET ADDRESS = 15 RESIDENCE 
ry MA 

WHYTE STREET. WHYTE STREET YEO) Nope 


N 


3. NAME OF First Middle fost 4. DATE Month Day Yeor 
Ripe o pon He Wwe Dp BY Bam APA C 95K 
5. SEX 6. COLOR OR RACE | 7. MARRIED EVER MARRIED [7] B. DATE OF BIRTH 9. AGE {In yeors [IF UNDER | YEAR| IF UNDER 24 HRS. 


4 MW. wipowep[} —_—sopivorceo BIE SF / | "9D my a 


100. USUAL OCCUPATION (Give kind of work ekg 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 


during most of worki even if reli 
VLIMEER ELECTR IC LEWD 


12, CITIZEN OF WHAT COUNTRY? 


Ud 


iW popers. Poges 1 and 2 should be 


Jeoth. 


ion ond completely filled in by th 


7 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
sG] 0068 GRA LowlSE PIEREDITH 
8 a WAS Beast eviRithy U.S. ~~. Fences 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
eee res 
: NO 22-03-U6/|EULA FE GRAY Witn BHIDGE Lb 
3 1B. CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond (c).}  NIEEVANREEY Baty 
4 IMT AT ES SR, CE ame Coren iw Pautrcand nf ar 
= 421% DUE TO ’ 


thot the death certificate be executed within 24 hours affez 


Conditions, if ony, one 
gove rise to immedi 


ires 


ficote has been signed by the ottending physi 


5 couse (0), stoting the es oe 
ry § lying couse lost. {cb 
ze iS Pamr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) |19. WAS AUTOPSY 
eS ta MED’ 
26 $ yess) Nol] 
ie & [ 200. ACCIDENT WAS UNDERLYING [1 [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port Il of item 1B.) 
3s & | OR CONTRIBUTING £] CAUSE OF DEATH 
25 G | UE EMTHER, NOTIFY MEDICAL EXAMINER) 
Ses & |20c. TIME OF INJURY Month, Yeor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 201. (City or town) (County) tote) 
E58 5 Moar et ber i akapobnriet factory, street, office bidg., ete.) ! 
ase 2 p.m. jot work [] of work [1] ' 
ee 
zee aut seotityey atl qe ded the yer Spe obeP .: WI b, opr Ye, 19S that | lost saw the deceased 
aL< 3 

= =.M, from the couses ond on the dote stated obove. 


olive: On. Sepp eS ee, oS 1, and that death occurred ote 
ADORESS (Street, city or lown, stote) ff sie ED 


ACTUAL = Biowrat 
SIGNATURE A a MO. ~~ LL ALLA este ee 4 fas I? © 
PHYSICIAN'S ‘e2 
ame (tyre ATI ES  / JVI AASSE LE, Braet eee me eed 
Ro. age cRi AVON: 2b. DATE THEREOF 2c. NAME OF SaCHnEe: OR CREMATORY 7d. LOCATION 
Oy Wi ify) D 
EUR IRM L- [TES HOPLS. 


23. FUNERAL aes ¥ iF ena e 


a 7 2h. ve TPR myn nos eal AR'S SIGNATYRE 
1 a 
Lf) adel Totty) Anita [Z, CC L474 sary. 


i 


# 


poge 3 should be detoched for use os the buriol-tronsit permit. 


jown, oF county) (State) 


the registror prior to burial, cremation, or removal, ond in any event within 72 he 


TO HOSPITAL OR 
moy be retained 
TO FUNERAL DIRE! 


VS A15 (4) 
15M 10/57 


5 A nivadnd 


(aac 


y 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


aan ___ ,MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


HEALTH DEPT. (pace oF beaTH ° 2. USUAL RESIDENCE (Where deceosed lived, IF int! re odmission) 


MACE OF ¢ Atetag lt: AE yp py y BY. /p _» Coury PRP ZIG 


4 b. CITY OR TOWN fit ovinde corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town} 


dna) BEbek | YEARS |x UnjoW BRIDLE 


d. NAME OF HOSPITAL OR INSTITUTION {If not in hospito i ‘STREET ADDRESS 


> 
8 


3. NAME OF oe Fo Fa 
DECEASED Fies 


(Type or print) HE. S. Me Bi U va 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-}| 8. DATE OF BIRTH 9. AGE (in ves |IFUNDER 1YEAR] IF UNDER 24 HRS. 
‘Months 


Stote Boord of Health, 


etoined fe! 
in any event within 72 hours offer death. 


foul birthday) 1 | Hours | Min. 


4 Cok woowen f¥~ oworceo] | VAY AF - SEF 0 CE yn 


during most of Pay: lite, even if retired) BY DA sy Wy; PY on B WN. D 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


rosHUA TT GREEN HSTIE _DoRSEY 


1$. WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 


Ho AGL YTV DVS. GREEN PPLBLELPH Ph 


Poges 1, 2, and 3 to the funerol 


1a, USUAL OCCUPATION pore kind of work done|10b. KIND OF BUSINESS OR INDUSTRY { 11. BIRTHPLACE (Stote or foreign country) i 2 CITIZEN OF Tp COUNTRY? 


ive 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] (NTERVAL SETWEEN 
PART |, DEATH WAS CAUSED BY: G 

‘ IMMEDIATE CAUSE (0) Gh teia Sez. ea eit fy Aud tah” Mead rt 

Ye 2,/ DUE TO 
Conditions, if ony, which o. 
gove rise to immediote couse i 

(0), stoling the underlying( DUE TO 
couse tort. ( . 3 i 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO rH et T NOT RELATED To THE TERMINAL DISEASE CONDITION « GIVEN IN PART 1(0)/19., WAS 5 AUTOPSY _ 

mie PERFORMED! 
: ora oe 


200. Any Ch CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of Item 18.) 


it permit. File pages 1 ond 2 with the 


Item 18. G' 
Office along with form PM3. Page 5 may be ri 


miner's 


PRIMARY LJ or CONTRIBUTING (I 
CAUSE OF DEATH. 
20c. TIME OF INJURY Month, Doy. JURY OCCURRED |20e. PLACE OF INJURY (Home, sie 120. (City or town) (County) ~ (Stote) 


Hour o.m. While Not while factory, street, office bidg.. 
ot work [[] of work 


MEDICAL CERTIFICATION: 


lnspectian Rye Inguiry ey. and in my 
Suicide fell; Homicide [[], Undetermined manner [7] “ 


i 
@ 
= 
& 
*® 
3 
> 
Fs 
5 
€ 
$ 
3 
= 
a) 
3 
~ 
a 
¢ 
£ 
= 
3 
Fd 
ry 
x 
s 
3 
2 
3 
3 
ss 
BS 
& 
= 
6 
3 
@. 
& 
4 
ir 
<€ 
= 
< 
bad 
a 


fe, writing the word “pending” in pencil 


+ 


ACTUAL \ ) DATE SIGNED 
SIGNATURE__. d = tacp, CHIEF MEDICAL EXAMINER [-) 


ASSISTANT MEDICAL EXAMINER [_} z 
ARs DEPUTY MEDICAL EXAMINER ss pe 


ae NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of eounty) ae 


On Td WH yh 


} 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
vs. AISME , = 6 
5M 2/57 y fre care APRS 0 '58 | 


4 should be forwarded to the Chief Medical Exo 
of its designated agent. prior to burial, cremation. or 


TO FUNERAL DIRECTOR: Poge 3 should be used os 0 buriol:tran 


execute the cer 


TO DEPUTY MEDIC. 


Dy araott * 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
\ AAS CERTIFICATE OF DEATH 4430 


Reg. Dist. No. 


Bo Bs 
CS z 1. PLACE OF DEATH i 2. USUAL RESIDENCE [Where deceased lived. If institution: Residence before admission) 
o 
ie: 3 Carroll MARYLAND Maryland SESOUNTY’ MBaltbOly City 
= a) b. CITY OR TOWN (Hf outide corporate fimits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) . 
a and give nearest tawn| 
Dame Sykesville 2yrselmo, 7dayg Address unlmown. - Baltimore City. 
R d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. 1S RESIDENCE 
i OR INSTITUTION ON A FARM? 
Springfield State Hospital ves C]_No fd 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED OF 
(Type oF prin!) Henry HAGER DEATH April 30, 19 58 
\ 5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED 1B) | 8. DATE OF BiRTH 9. AGE (ln years IF UNDER 1 YEAR| IF UNDER 24 HES. 
Male White wiooweo ff] —ooworceoQ] | duly 10, 1881 ae" |_| Months] ‘Days es in 


Vo. USUAL OCCUPATION (Give kind of work done] 1b, KIND OF BUSINESS OR INDUSTRY 
luring most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


11. BIRTHPLACE (Stote or foreign country) 


nknown - Marylend U.Sehe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
George Hager Barbara = 
he WAS. DECEASED hae IN U.S. pect pl aap 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
ca). | sae ae aaa as - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (o}. (bh. ond (c)-] 


ede May BETWEEN 
PART I. DEATH WAS CauseO BY:  Arterdosclerotic heart disease 


€T AND DEATH 


Thesiplacselisrravsicorsoni papert Rage: Wand 2incuicibe alee amth 
sper 
=a 


thot the deoth certificote be executed within 24 hours off; 
, or removal, ond in ony event within 72 haurs ofter deajh. 


IMMEDIATE CAUSE (0), ears 
+} DUE TO 
Candiiagt itchy wihttn i Generalized arteriosclerosis, Years 


gove rise to immediate 
couse (a), stoting the undes- 
lying couse lost. (e) 


I. OTHER awk: $y Bereb IS CONTRIBUTING TQ DEATH. it ree rf LATED a “peyehotle reset maids a IN PART 1(0)/19. WAS AUTOPSY 
$28 AS Beneote wie cered re eee ogee Sith c reac PERFORMED?, 
sch a Ss 


O=-Tec scess steomye. eke yes 1} NO 


fires 


DUE TO 


i: The low requi 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW vite OCCURRED. = noture of injury in Port | or Port Il of item 18.) 


MEDICAL CERTIFICATION, 


After this certificote hos been signed by the ottending physician and completely filled in by th 
ed for use os the burial-tronsit permit. 


< 
2 
Ae) 
BS 
a 
2 
ss ‘OR CONTRIBUTING CT CAUSE OF DEATH 
ae (IF EITHER, NOTIFY MEDICAL EXAMINER) 
23 s 20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Store) 
>. 3 Hour 0. m. While Nat while foctory, streel, office bidg., oe), 
zs E pom. 19 Jot work [] ot work 
= 5 
23 ee 2, i certify thot | attended the deceased from_March 235, 1920 _, to. Ipril 30, i cael ithat | last sow the deceased 
6 3 
Zee -M, fram the causes and an the date stated abave. 
3 Zo ia, y y, ADDRESS (Street, city or town, stote) DATE SIGNED 
svete SIGNATURE ep = BO, Springfield State Hospital 4/30/58 
care 
28525 PHYSICIAN’ 
oq25 raseian’s // Agustin delCampo, M.D. Skanes Maryland 
a 3 
BZBEOD Ro. [wea CREMATION, | 22b. DATE THEREOF Md. LOCATI F (City, town, 
Hil (SE@" erie (g7zee id eng 
Oo 
—E, as CELZ, <7 ce de mers 
owe 22. FUNERAL DIRECTOR'S SIGNATURE Foto, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


VS ANS (4) . Ly aa 
15M 10/57 | tri 2). fb AL: VA Oo, DATE 2°58 | (dpe fs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04434 
4444 — CERTIFICATE OF DEATH agit 


h 


PLACE OF DEATH 2 pied penne ee deceased lived. If institution: Residence before odmission) 


b. COUNTY 
MARYLAND 
[25 PDRYLA NI> LPL. L2O 
b. CITY OR TOWN (if outside corporat its, wei ¢. LENGTH OF STAY IN Ib a ee oH TOWN (if a décorporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) y 
J 2 : 
Ly EX THU hl STE WVU? Prk, {4 22LL Q 


dN. x OF MOSPIFAL (IF not in hospital, give street Sddress) , od. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION > ON A FARM? 
OL L_LOA4 LP ZL. z ves C] No — 


3. NAME OF First Middle Lost 


(type or pent) LESTER ’ = y 


'Y 
tC) 7) G 
$. SEX 6. COLOR OR RACE [7. MARRIED E}INEVER MARRIEO [-] | 8. DATE OF BIRTH 9. AGE (In years R]IF UNDER 24 HRS. 
o lost ell Manths| Doys | Hours Min. 
Ll bb { 9E\ooweo bivorceo [] A; SG CL" 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, 4) 
Atg O A lI cS 


fi YL, Z A 
he fig ie 


15. WAS eeeeperUever IN U. S. ARMED layin 34 16; SOCIAL SECURITY NO. |17. INFORMANT 


fos, 00. oF unk werbiee fr 2/2-27- 17 


Tia. CAUSE OF DEATH WPle only one couse per line for (o}. {b). and {c).J 


PART I. DEATH WAS CAUSED BY: 
‘ IMMEDIATE CAUSE ( 


4y of DUE To, 


‘uneral directar, 


in 24 haurs aftex death. Page 
Pages 1 and 2 should be filed wi 


R: After this certificate has been signed by the attending physician ond campletely filled in by 


pers. 


er death. 
ad 


Then please remove car! 


Conditions, if any, which 
gove rise to imme 
covse {0}, stoting the under: 
lying couse lost. 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vay} 19. WR Eobe ceo 
ves] NOP 


200. ACCIDENT WAS_UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I of item 18.) 
OR CONTRIBUTING FE] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY IHome, farm, ; 20f. (City or town) {County} (Stote) 
Hour oo. m. While. Not ile factory, street, office bldg., etc. 
p.m, lot work [-] of work 


hat | =e led the deceased .. f ve. | 192F, that | lost saw the deceased 


ie haspital ar attending physician. 
MEDICAL CERTIFICATION, 


rd fram the causes and an the date stated abave. 


{ on | - i ATE Si 


YV 11K 
OB NAME OF CEMETERY OR-CREMATORY 7a. oe {City, town, or county) {Stote) 
2 
ae ed LOLTO. MATLANA EHo7I/MLRF. lig 
23, amr coors ADDRESS ots da. REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
E ae ZI, 2018270-14 © lowe APR 22 '58_| (Nps. ; 


* 


TO FUNERAL DIRE 
page 3 should be detached for use as the burial-transit permit. 


the registrar prior ta burial, crematian, or remaval, and in any event within 72 hours 


may be retaine: 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 4 4 3 2 
7) 4445 CERTIFICATE OF DEATH PE yy 


couse (0}, stoting the undar- 


lying couse lost. «© 


‘onsit permit. 


~ ve 
3 ed ba 2. USUAL RESIDENCE (Where deceased lived. If insitution: Residence before admission) 
© £3 / up \ maryianp || Maryland » COUNTY Balto City v 
ce vB \ san? b. CITY OR TOWN iff outside comporote Fimits, write Tc. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
iS <i a AL and ory ea town) 
wa a 
Vegs 2D Sykesvil yrs .Smos, Sdays Baltimore Vol 
Ek 3 d. NAME OF oa {IF not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
So ied OR INSTITUTION ON A FARM? 
53 Springfield State Hospital 3403 Toone St. uses 8 
2 £5 3. NAME OF First Middle lost 4. DATE Month Doy Year 
= B- DECEASED OF : 
© 23 ype ec print) Frances Agnes HESS DEATH a. 25 19 58 
ES =o 5. SEX 6. COLOR OR RACE ]7. MARRIED [-] NEVER MARRIED [KJ | 8 DATE OF giRTH IF UNDER 24 HRS 
= s Min. 
ee Female White |woowof _ovorceot] | September 13 1st " 
2 € oe 100. USUAL OCCUPATION (Give kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g Bg 3 during most of working life. even if retired) 
5 ves None - Maryland U.S.A. 
2 o 8 3 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ge 
Bee John Hess Mary Ann Fisher 
2S ZB 3 3 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
aes ea (Yes, no. oF untaown} {It yes, give wor or dates of service} 
Oe ee 
5 3 gs 18. CAUSE OF DEATH [e ler only one couse per line for (a), (b), ond {e)-] tNTERVAL BETWEEN 
_ ; ler oni ove per Hi tb) ‘ 
° s a ; PART 1. DEATH WAS aes 8Y: > ; ONSET ANOIDEATH 
ote r IMMEDIATE CAUSE (o}__ PHEumonia, acute, interstial 
a Baie. 
Sass Nephriti tiv te 
ere Conditions, if ony, which ephritis, suppurative, acu 
3 3 J Fr (ee 
3 3 gove rise 10 immediote | 1 os 
2 

2 

3 

°° 

8 

a 

3 

£ 

4 

= 

iy 

3 

8 

2 

£ 

=< 


x 
e 
° 
€ 
3 € 
s ua 
£5 € 
E3 a) 2 z hae UL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo) | 19. WAS. oo 
SRBES 2| Schizop renie reaction, catatonic type 
2 = 
Ens < 2 YES Na 
2a605 re) ‘oO 
5 = 3 5 = | 200 |. ACCIDENT WAS UNDERLYING [} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part I! af item 18.) 
zs 7s x OR ‘CONTRIBUTING C) CAUSE OF DEATH 
qe £o © [UF EITHER. NOTIFY MEDICAL EXAMINER) 
= is ef 
Zszss S [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) {Stote) 
ea 86 a Hour a. m, While lat white: fectory, street, office bldg., ete. Vy 
zoe 32 Py “4 WF  fetewert a] ai meet 
apes = P. 
= st 
g 3 ee 21. | certify that | ottended the deceased fromOctober 205. 19 SK. ta April. 25,4, 19.58 thot | last saw the deceased 
20° $5 alive on__ paeenenae B=: 8 i <M, fram the causes ond on the dote stated abave. 
Se 3 ADDRESS (Street, city ar town, state) DATE SIGNED 
yess | [Betton wo, __Springfield State Hospital 4/26/58. 
Ocara 
2o,2 " 
Zez28 Nane(rree__EGmund Lusthaus, M.D. ____=—s—_ Sykesville, Maryland 
a8 goo 72a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
2 >> oS REMOVAL (Specify) 4 Sh " fh 
ofoe= BURLA - }- b p mM. FWHO/ CER N fie D D>. 
~ - 23. Ful L DIRECTOR'S SIGNATURE asec da. REC'D BY REGISTRAR Zab. REGISTRARS SIGNATURI 
nF 


Ny 
VS AIS (4 ‘ y : 
15m 10/57 A fw ULlA oe) >. f a i S$ or. + 9 l rn t 


$A NvaaAg 


+ 6o Ud¥ 


4 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
AAAC CERTIFICATE OF DEATH tegow. ne, 04433 


sé 

3 q = 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmision} 

2 2° o. o. b. COUNTY 

& 52 k Carroll MARYLAND Maryland Balto.City 

= eS M B. CITY OR TOWN (If ouhide corporote limi, write Tc, LENGTH OF STAYIN Tb |] ¢. CITY OR TOWN (if ouhide corporote limits, write RURAL ond give nearet Town) \// 

32) RURAL and give nearest town! ‘ 
gg 2 aati le 15 days: Baltimore 11 rye, 
7: / 3 d. ae Ae te {If not in hospitol, give street oddress) d. STREET ADDRESS e. rower 4 
re 4 OR 
2 5o Springfield State Hospital 2610 Hampden Aves vés No OF 
5 fx 
2 = 5 3. NAME OF First Middle tost 4. DATE Month Day Yeor 
& 23 (Type or print) George HOLMES: DEATH April 20, 1958 
=| pss 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED (1) | 8. OATE OF BIRTH 9. AGE (tn yeors [JF UNDER 1 YEAR| IF UNDER 24 HRS. 
ss ie laygiimaen Manths] Doys | Haurs | Min. 
ae: Male White |wiowex] —oworceo | May 8421879 yrs. 
= € a " 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
A « : 

g 3 2 = during most of working life, even if retired} 

ee core Ice wagon ver - Maryland U.S.A. 

° o 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

o <a? I 

Se Ae John Holmes: Sarah Hughes 

6 Sor 

< = é 3 i pa WAS. Pe Sat] U.S. AD foe 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

coh ey /e3, 70. oF unknown} yet, give wer or service) 

& off No [es - - Springfield Hospital Records 

3 28 = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 
~ 3 a’; PART I, DEATH WAS CAUSED BY: D: 

2 Ss IMMEDIATE CAUSE (a). ays 
Sfp sot 44 ¢ 

° e 

= bes Conditions, if ony, which i Arteriosclerotic heart disease Years 
3 8 = °o gove rise to immediote puETO. 

3S ‘+ = co. {0}, stoting the der: 

cee ee Generalized arteriosclerosis Years: 
foc EBS —————— 

g S . PART 1(a}|19. WAS AUTOPSY 
22His [5] c.Wre gasctuYth cerebeat aitertosclevects with pay cheese Fenetlons |” Maas 
gags : i ves] NOPS 
Fol: § © [200. ACCIDENT WAS UNDERLYING CJ__| 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 

Zz TRS re OR CONTRIBUTING [] CAUSE OF DEATH 
<5 £° © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
g 3s & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stote} 
= 23 8 Hour o. m. While Not while oetory Salles ottice bragyserer)y 
ze: : 8 Z p.m. vw lot work (] of work (C] 4 
4 3 21. | certify that | attended the deceased from April 5, 1958, to_A pril 20, | 192% that | last saw the deceased 
Clases 2c _M, fram the causes and an the date stated abave. 
3 3 a ADORESS (Street, city or town, stote} DATE SIGNED. 
se 
< Fs 
ageee enh wo .. Springfield State Hospital 1/21/58 
faze i 
29425 PHYSICIANS S ‘Lan 
eres ea Agustin de1Campo, ee a es oe 
3 33 2 oe Ro. BURIAL, CREMATION, ib. DATE THEREOF 2c. NAME OF €EMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
aS Bt RE! ify : 
zone: BURLAL 42458 New C thedral Cemeter Baltimore, Md. 
2 ce} . 23. FUNERAL DIRECTOR'S SIGNATURE ADORESS “ 24a. REC'D BY REGISTRAR “Thee. SIGNATURE 
eS William Cook, Inc., 1217 St.Paul Street pate APR 2 5 58 TP ROLLA 


3A AVE 


; a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4447 CERTIFICATE OF DEATH 


04434 


Reg. Dist. No. 


“ oss 
¢ 5 1. PLACE OF DEATH 3 2. USUAL RESIDENCE (Where deceosed lived. If inslitution: Residence before edminion) 
oO £ 0. COUN’ o b. pede: 
= 223(W Carroll aS Maryland Carroll. 
2 Be b. CITY OR TOWN {if outside corpor ite | €. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, wrile RURAL and give nearest town) 
g 53 RURAL ond give neorest ; - 
3S Sz Syke 9 Me das Westminster 
“4 e d. NAME OF HOSPITAL ( (IE nat in haspital, give street oddress} d. STREET ADDRESS @. IS RESIDENCE 
a) “ 15H OR INSTITUTION y) ON A FARM? 
(ot A pringfield State Hospita ves (] NoX) 
ee oe 5 3 NAME OF First Middte lost 4. DATE Month Doy Yeor 
& 2; (Type or print) Margaret Maude Horton DEATH April 15, 19 58 
- ee 5. SEX 6. COLOR OR RACE |7. MARRIED BR] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (in years [IF UNDER } YEAR| IF UNDER 24 HRS. 
= ge Jul 1h 1890 lost enn Months] Days athe: Min. 
Fee ee Female _ White [wow evorceo y ly 67 
2 EB. 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN Aisin WHAT COUNTRY? 
3 boos during most of working life, even if retired) 
3 oe 2 Housewif 
g oss 13. FATHER'S NAME Ta. MOTHER'S MAIDEN NAME 
2 59S ] 
B Be Charlie Wakkex Warner Mary Jane 
= BSsa 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address. 
> a § £- (Yes. ne oF unknown) IN yes, que wor or dates of service) 
S pts No None Springfield Hospital Record 
= £8 
g g a3 18. ae ig me By, a Rae per line for {o}. (b). and (c).] TE ag 
ro Brg c IMMEDIATE CAUSE jo)_ Cerebral vascular accident days 
—£ 
3s = Ba “ DUE TO 
hong J 
eds . if ony, which «Hypertensive cardiovascular disease ars 
3 BES gave rise to immediate i 
“SSR couse (a), stoting the under. ( DUE TO 
e he § 2 lying couse lost. () 
et 3 o x aS See 
7.2 Z.0 rel Thre Snic SO ratn CONDITIONS CONTRIBUTING TQ DEATH eo ae ear HI Or DISE. Stirba: ION, nee, IN wth 19, WAS AUTOPSY 
BZSER a cule ory stur PERFORMED? 
gages Ni] erebral arte eros with psycho ves] NO 
= fee o = [200. ACCIDENT WAS UNDERLYING (J 206. DESCRIBE HOW INJURY OCCURRED. {Enter nature ari injury in Por re or Part I of item 18.) 
seer & | OR CONTRIBUTING L) CAUSE OF DEATH 
agges O [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 oSés z 20c. TIME OF INJURY Month, Doy, Veor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY tHome, farm, | 20f. (City or town) {County) {State} 
= BU Rs 3 Hour a.m. “3 White Nat while factory, street, atfice bidg., etc.) ! 
esis = p.m. jot work (] at work [7] ' 
ord oS 
8 gs = 21. 1 certify that | attended the ee” from___.Jwly_ supe t 9DL.. to_ Apri] 15,4... 19.58. that | last saw the deceased 
r= og 
ars alive an_ _April 15, pee 2.58 __, and that death accurred at. 8:30_AM, from the causes and an the date stated above. 
reo So ADDRESS (Street, city or town, stote) DATE SIGNED 
eee 
5 a Ri ti atin 
3 35 in Bila J Belen o. .._ Springfield State. Hospital... 4/15/58 
Ocari 
22858 PHYSICIAN'S 
<oge5 
meses NAME (Type)__Rita Se Glahn, MeD ...oykesville, Maryland... 
3 1 3 . ‘3 ‘Mo. BURIAL, Cea Wb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, ar county) {Stote) 
ra ot i 4 
Gene 4-17-1958 Ebenezer Cc Co, Md 
= 2 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR db, REG|STRAR'S, SIGNATURE 
Vs AIS (4) Cc. M. Waltz, Winfield,Md. oaQPR 1 7°58 | 
15M 9755 KR 
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FOR STA 


HEALTH DEPT. 


¥ 


ry. please 
Page 
ur files. 


or. 


& 
'o 


ith form PM3. Poge 5 moy be retained f 


If any delay is 


pencil in Item, 18. Give Pages 1, 2, ond 3 to the funero! 
Fila pages 1 and 2 with the Stote Board of 


wi 


é 
& 
7 
s 
o 
é 
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& 
: 
¥ 
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é 
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€ 
uv 
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a 


F Medical Examiner's Office afong 


el 
TO FUNERAL DIRECTOR: Page 3 should be esed os o burial-trons 


EXAMINER: This certificote should be executed within 24 hours after death. 


‘o 
£ 
3 
4 
S 
a 
2 
S 
z 
° 
= 
oD 
= 
Fy 
’ 


or its designated agent. prior to burial. cremation, or removal, 


4 should be : to the Ch 


TO DEPUTY MEDI 
execute the cerf 


VS. AISME 
5M 2/57 


& 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4435 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


4 4 48 Reg. Dist. No. . 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) : 
o. COUNTY Li MARYLAND ©. STATE b. COUNTY iy 
b — 
Wz {If outside corporote limits, write RURAL ond give neorest town) 


b, CITY OR TOWN {it outside corporate limil, writo FURAL [ LENGTH OF STAY IN Tb & ¢. CITY W T 
ond give necres! flown] 


aes bire  Wesrminsre © 


JAME OF HOSPITAL OR INSTITUTION (Iffnat in hospital, give street address) | d. STREET ADDRESS +1 RESIDENCE 
: = 6, MennSvivanug Ave OL oo. 
First Middle Lost 4, dates Month Day Yeor 


9. AGE [In yeors 


WP 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


ROVER _ SH wETON 7, C 


6. COLOR OR RACE 7. MARRIED L] NEVER eae |. DATE Lf ae) 


ATE _|wirower GX owvorceo 1) z PRt G -/§. 


10a, USUAL OCCUPATION {Give kind of work done 
duri ‘of working lite, even if retired) 


ey 


va pe pe 


13. FATHER’S NAME =i MCRHER MAIDEN NAME 
CG roree b, Me MLE FEM pp’ 2 us An) E Craw ORD in 
tan pee ey ae eta hee ey 16. SOCIAL 07-4, ie Opa ae ‘Ob 
on | aib- 07-214 | fd 1G J Feanerplpica Herr 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c).] 


abit |, DEATH WAS CAUSED BY: i) 
f . i IMMEDIATE CAUSE fo) ce oRone = eligi on 
be 8 s DUE TO 
Conditions, if ony, whieh bo). 
immediote coure 
DUE TO 


fe) = 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN iN PART Bi WAS AUTOPSY 
bible dada denn eS L FORMI 


PERFORMED? 
yes nore 


‘20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1201. (City or town) (County) (Stole) 
While Not while foctory, street, office bldg., etc.) 


of work [J of work [] 


terval eerween 
‘ONSET AND DEATH 


Mains 


200. EXTERNAL CAUSE WAS. 
PRIMARY C] or CONTRIBUTING C) 
CAUSE OF DEATH. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ul of item 18) 


‘20c. TIME OF INJURY Month, Doy, Yeor 
Hour 9, m. 
p.m. yw 


21. V certify thot | took chorge of the remains described obove, held an Autopsy [], Inspection bd, ond in my 
opinion deafl? resulted from: Noturol conta Accident [], Suicide [J], Homicide [}, Undetermined monner [} 


} DATE SIGNED 
Taree map, CHIEF MEDICAL EXAMINER [7] 


ASSISTANT MEDICAL ery oO af / 7 Se 


N . Ma DEPUTY MEDICAL EXAMINE! 
BURAL 2 CHENATION, 7ib. DATE THEREOF 1A gee OF om ‘OR CREMATORY 72d. LOFATION-{City.towe, or county) ¥, 3a 
wah j Wie ani & rn bet ae 
3 Ps DIRECTOR’ 'S SIGNATURE RIDER. 24a. REC'D BY REGISTRAR Zab. REGISTRAR'S SIGNATURE 
Pegorpe Witilicce a e276 


paTelPR 9 "58 


3a nvaune 


es6l 6 


q A 4 
Si a ne A\ 
AILS! / \(\she . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4448 — CERTIFICATE OF DEATH nop. vw 44.36 


vad 


\ 


200. ACCIDENT eine a ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY |Home, form, 201. (City or town) {County) {Stote) 
Hour 0. m. While Not while foctory, street, office bldg. etc.) 
p.m. 19 lot work [] of work [J ‘ 
$1 8 


Eo 


21. | certify that | attended the deceased fram. rte Eee 19.58, ta. Lthat t lost saw the deceased 


alive on_April 8, a ip eS and that death accurred at_0325 AM, from the causes ond on the date stoted obove. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


) nencen Ophingfield 6 


MEDICAL CERTIFICATION 


* eee 
& 3 - 1, as ages 2 Sees ee (Where deceased lived. If institution: Residence before admission) 
See °. a. b, COUNTY - es 
= $38 Carroll sent ie? Maryland Baltimore , 
208 b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) f 
g 33 S RURAL ond give neorest own) =f 
S52 ( M 27 da: Reisterstown Nt gen 
Ss ae. d. NAME OF HOSPITAL [If not in faaeh give street oddress) d. STREET ADDRESS x @. IS RESIDENCE 
% ” OR INSTITUTION 2 4 ON _A FARM? 
a Se, Springfield State Hospital Ro. Pane oe ves GENO 
o cc > 5 
Pee J 3. NAME OF First Middl ost 4. DATE tt Ye 
x Br DECEASED ye — oe F Month oy we 
SEs Uiyeererean Elmer Benson YEMP DEATH April 8, 8 
= 30 5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years RIF UNDER 24 HRS. 
3 o 7 i ae 4 5) birthdoy) [Months] Days Min, 
2 fe Male White |wooweQ pivorceo [J Bul ty § yrs, 
= € a 100. USUAL OCCUPATION {Gin ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) V2. CITIZEN OF WHAT COUNTRY? 
z 88 during most of working life, even if retired} ae 
S$ Rs rpent - Mar}land U.S.A. 
3 ° 3 13. FATHER’S NAME ta. MOTHER'S MAIDEN NAME 

< 

5 , A BS 
3 8 John E, Kemp Annie Belt 
= 3 $ % WAS BEGEroEo EVER IN U. S. ARMED. ep V6. foes ened ert 17, INFORMANT Address 

a fat. ne, oF unknown) {I yen, gre wor or dotes of service! | 7 fab — -s = : 7 ; ra -. ” 

25 Ho = He : Springfield State Hospital Recards 

z i 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-} INTERVAL BETWEEN 

£6 PART |. DEATH WAS CAUSED BY: o A SNSSL ANDER 

§ iy: 2 x IMMEDIATE CAUSE (o)__ Cor onary insuffi ciency 

sé + ty DUE TO 

> . - : 

a te Conditions, if ony, which ie Arteriosclerotic heart disease 

= i gave rise to immediate wei 

é : 

a couse {0}, stoting the under: x 4 

z lying couse lost. te Generalized arteriosclerosis 

. : peed Sot ths ay 

3 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/ 19. Drone 

r 

3 o C.B.S. associated with senile brain disease with psychosis, ves] No 

2 

2 

ce] 

tr 

= 

3 

8 

2 

2 

Fy 

<= 

< 

Py 


he hospital ar attending physician. 


« 


TO FUNERAL Dik 


PHYSICIAN'S 


NAME (Type) ” Acustin del Campo, M Sykesville, 


D ar 
Mb. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY ah LOCATION (City, town, or county) (Stote) 
BSAgT” [Apr 11 19 Ma: aa more Mc 
2. Chin £ nha SIGNATURE Re t a Mi ‘24a. REC'D BY REGISTRAR 24b, REGISTRARS SIGNATURE 

e: 5 e 
ie rstown Md |,,. Lat ou j 
= ae WW? eo ‘ 


the registrer prier to burial, cremotian, ar remaval, and in any event within 72 hours ofter death. 


© HOSPITAL OR ADTENDING PHYSICIAN: The law requires that the death certi 


page 3 shauld be detached for use os the burial-transit permit. 


may be retain 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 , 
4449 CERTIFICATE OF DEATH _. 04437 


Reg. Dist. No. 


oval 
i) 


1. PLACE OF DEAT} 
a. COUNTY 


w ICE (Where deceased lived. If institution: Resigence before admission) 
9 *b. COUNTY LF ’ 
ro on eee, hee Zz © aD 


write RURAL ond fivefhearest town) 


soo oe Pana act at SS Far Fa 


GANAME OF MOSPITAL (iF not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 

OR INSTITOTION yy, ON A FARM? 
LL OAs Xf yes [] No 

AME OF First lost 


uneral director, 


a , 


id 4, DATE y 
: MAIR Oe ns Month Day jeor 
(Type or print) DEATH Af JV Fa 

5. SEX = ah RACE | : MARRIED PX NEVER MARRIED fT] | 8. eZ STE OF BI GE ( [iF UNOER 1 YEAR| IF UNDER 24 HRS. 
EVE, LS § ad iy gl | Months | Days Min, 


Hed in by 


thin 24 hours oftar death. Poge 4 
Poges 1 and 2 should be filed with 


: After this certificote hos been signed by the attending physician ond completely 


page 3 shauld be detached far use os the buriol-transit permit. 


Hi 
windowed [] oivorceo [| J oe 
100. fake, OCCUPATION at rod ‘of work done| 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stole or eluates 16 12. CITIZEN OF WHAT COUNTRY? 


during poy of workpag life, even if retired 4 
: Lei |yredoleh (thes DLA 
oe A PY a 
,° 7 7 Lae AQTHER'S MAIDE pica hae 
EC OE age oe 
16, SOCIAL §FCURITY NO. 17, INFOR adden, 
we 96 2p) Vis 
tks TUAVE: palo tig tatmahkirtg JHA 
‘Uple. CAUSE OF DEATH [Enter only one cause per fi tojas (b}, ond (€)-] s INTERPAL BETWEEN 
PART I. DEATH WAS CAUSED BY: y Bus ee ae 
IMMEDIATE CAUSE (o] 


ve 72 hours after death. 


Then pleose remove carban papers. 


Sand 


uy ’ OUE TO 
Conditions, if ony, which 
gove rise to immediate 
cotse (0), sloting the under- ( OUE TO 
lying couse lost. (). 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o|19. WAS AUTOPSY 
yes[] nosy 


200. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Part II of item 18.) 
OR CONTRIBUTING'EY CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) i a 


fac. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (tote) 
ee EM ac es White Not while go are ieee Sear 3 eS 
p.m, 19 {ot work {Pat work—EP 


21. I certify that | aftended the deceased omni tnd 2/ . 19 OE, to.. Land. AL... Vb P that | last saw the deceased 
alive an _& dnd that death occurred at__¢_f_--_M, fram the causes and an the date stated abave. 


————$———_———- 


MEDICAL CERTIFICATION 


NDING PHYSICIAN: The law requires thot the deoth certificote be executed wi 


e hospital ar attending physicion. 


the registrar prior to burial, cremation, ar remaval, and in ay i 


& ‘ADORESS (Siree!, city or town, stote) DATE SIGNED 
@ ACTUAL ; 
avi SIGNAT ea Le 7a all ma M.D, < (a a es 
8s i Ci 
zoo PHYSICIAN'S / 
Hex L_|wane trent SSO ; tg fyi _ fT a LPAI IZSE- CG. ZL Ma. LOT 
= ee ee A a Oe ee 
B38 [720. ButiaL FEMATION, aa ey DATE 7: ve NAME OF CEMETERY OR a d. LOCATION (City, town, or county] tote) // 
£32 “ae : be “Meg 
ofo ae Cin. 
tae Ql 4 Aone ‘24a. REC'D BY REGISTRAR | 24b. REGI 3 SIGNATURE 
VS AIS (4) i, e 
Yeu 9758 - bate [PR 7 eae sd 


TU? g 


| 


od 


funerol director, 


oftar death: Page 4 
and 2 should be filed with 


6 


Pages 


se remove corbon papers. 


thot the death certificate be executed within 24 haurs 
1 


fires 


ate hos been signed by the attending physician ond completely filled in by 


: The law requ 


hospital or ottending physicion. 


R: After this certi 


®: 


TO FUNERAL DIRi 
poge 3 should be detoched for use os the buriol-transit permit. 


TO HOSPITAL OR ATLENDING PHYSICIAN: 
moy be retoine 


VS A15 (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4450 — CERTIFICATE OF DEATH 04438 


Reg. Dist. No. 
= 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0. COUNTY 0. STATE b. COUNTY 
5 Carroll ‘land Carro 
, b. CITY OR TOWN (IF outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporole limils, wrile RURAL ond give neares! town) 
nyal ond give neorest town) S 411 
pringfield Syrsellmos,lday \ Sykesville 
‘ d, NAME OF HOSPITAL (If not in hospital, give street oddress) @. STREET ADDRESS: e. (S RESIDENCE 
/ Pang OR INSTITUTION, ON A FARM? 
i) Springfield State Hospital eS ves Q]_ Nose] 
rif (athees First Middle Lost 4. pus Month Day Yeor 
{Type or prin!) Margaret Wittman KOHLS DeamH = April 2h, 1958 
5, SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE {ln eon IF UNDER T YEAR] IF UNDER 24 HRS. 
ieee é 
Female White widows XX] ovorceoQ] | July 11, 1867 Sh a 


Oo. USUAL eeepc) ye kind + work done| 
ring most of working life, even if retired) 
Fowsewite 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


10b. KIND OF BUSINESS OR we BIRTHPLACE (Stote or foreign country) 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John Wittman Catherine Hanuenstein 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. ‘i INFORMANT Address 


{¥en na, oF unknown) {It yes. give wer or dots of vernice} 
Springfield Hospital Records. 


No - ? 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-] INTERVAL BETWEEN 
ONSET AND DEATH 


PART 1. DEATH WAS CAUSED BY: Br 


IMMEDIATE CAUSE (0) 


XG. 


Conditions, if ony, z) w__Hypertensive arteriosclerotic heart disease Years 


gove rise to immediote 
couse (a), stoting the under. ( CUETO 


iaecemeions p__Ceneralized arteriosclerosis Years 


Co BiS, BUEGEMTTE “SESE S OF He SLEL TEM ESTER’ HUET elon wath Sendo” |” Fae 
ain disea no fe 


=I quaiifying phras ves [] No [5 


200. ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{UF EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Mai T20f, (Ci 
, nth, Day, Year [20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, 120F, (City or town) (County) (Siote) 
Hour 0. m. While _ Not while Re ARC CNP Eat 
p.m. 19 fot work [J of work J ‘ 


7 % 
21.1 certify that | ottended the deceosed from March Ty, 1922_, to APYAL 2h, 1958 thot | lost sow the deceased 
3 8 _., ond that deoth occurred ot. JL £:L5AM, from the causes ond on the dote stoted obove. 


MEDICAL CERTIFICATION 


if ae ee 
fee ADORESS (Street, city or town, stote) DATE SIGNED 
; penatin wo. Springfield State Hospital ___/2/58 
Nantes” _Agustin delCampo, M.D, _Sykesville, Maryland. 


the registrar priar to buriol, cremotion, or removal, ond in ony eyént withty 72 hours ofter deoth. 


BEMOV: pecify] Ki ; A 
Baws |4- 26-55 | seexaon fae Lecliipnee Lhe 
a Ps R' fe if t ‘QAa. “D-BY REGISTRAR ib. REGISTRARS SUGN ATURE 
| all, cael Gi 
GLEE DATE edu 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 4 4 3 9 
4451 CERTIFICATE OF DEATH : 


wai 


~ se Reg. Dist. No. 
2 8 S. M 7 PLACE OF OF DEATH 2. USUAL RESIDENCE (Where deceased liv stitution: 1¢ before odmission) 
o 8a a. °. b. COUNTY 
be es Carroll bis Sac Maryland Balto, Cit; 
4 x) x b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 os RURAL ond give neares! town) 4 
See Sykesville 3yrs.7mos.12dpys Baltimore Vol-u 
ee: . d pias Ce HOSPITAL (If nat in hospitol, give street address) d. STREET ADDRESS e, IS READENCE 
5 ys 
s prinerield State Hospital 27 N. Carey St. yes] No—K 
& 3. NAME OF First Middle lot 4 DATE Manth Doy Yeor 
2 {Type oF print) Anthony KUDLAUSKA DEATH April 9, 19 58 
’ 5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED oO 8. DATE OF BIRTH 9. AGE ay reer If UNDER 1 YEAR| IF UNDER 24 HRS. 
Fd Male White  |wowen Pf ovorceng] | Unknown ae a Nl pie 
2 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stole or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
g IT during most of working life, even if retired) Fa 
« Unknown Unknown Lithuania Lithuania “ 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME ’ 
8 Unknown Unknown 
é % was Weak ay ee U.S. ARMED Horry 16. eines vO. NO. 17. INFORMANT Addren 
ERG ey © Wl ros Pes corar oumitaden E 
£ No = AEEGE Springfield Hospital Records 
§ 18. CAUSE OF DEATH [Enter only one couse per line far (0). (b). ond (c)-} Nt eeva eae 
a PART |. DEATH WAS CAUSED 8Y: s 
5 GX IMMEDIATE Cause (o)___ Bronchopneumonia Days 
2 / : 
# 
Arteriosclerotic heart disease Years 


Conditions, if ony, which 
gove rite to immediae (0 
couse (0), sloting th: * 

Paynnaiee ee Generalized arteriosclerosis Years 


i leo SIGNIFICANT CQNDITIONS CONTRIBUT!: TQ DEATH 8UT NOT RELATED TO THE TERMIN: ISEASE 1ON ni ae ad WW. pie AUTOPSY 
Us Be 288 Cewith dis sot Heteboltem, AT or nu rition, with se RFORMED? 
brain’ d on pe hp hoti¢c reactiorie inl No 2] 


200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part ! or Port II of item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
[20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town) (County) (State) 
Hour 0. m. While __ Not while factory, street, office bldg., ete.) | 
p.m. 19 [at work [] at work (J i 


21. | certify that | attended the ae from_ March 7, __., 1925_, to April_9, ___., 19.58. thot | tast saw the deceased 
alive an. pars aes _ and that death accurred at L1.2£05AM, from the causes ond an the date stated above. 


z 
Q 
iE 
< 
o 
= 
- 
o 
0 
= 
= 
6 
rn] 
= 


R: After this certificate has been signed by the attending physicion ond completely filled in by 


ENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours 
page 3 shouid be detached for use as the buriol-transit permit. 


the hospital or attending physician. 


the registrar prior ta burial, cremation, ar remaval, and in any event within 72 hours ofter deoth. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
= sa, uo Springtield State Hospitel 4/9/58. 

£6 
26 PHYSICIAN'S 
B23 NAME (Tye) Agusti del: Campo, MYD,_ Syvesvidjes. Marvimd 
g22 7c. NAME OF CE TERY OR poryares * Md. LOCATION (Cityr tawn, or soynty) (Sjote) 

~> 75 2 # l Sf " 
Pe Ble 2 Yrmoalil alin ee LPL, 
i ee ORS SIGNATURE WE CY hall 2a foto. REC'D BY REGISTRAR | 24b. REGISTRARS sss 9 

Z pe Been 7 TE: 6 iw igh 
WAG) 0) JFeCACE Z Z oare APR16 58 | (gost on, 


I 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 4 4 4 0 
oi 4452 CERTIFICATE OF DEATH 


—_i 


a) - Reg. Dist, No. 
se]! — ==> 

s (2 = \ / 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ie 2. COUNTY 11 0. STATE b. COUNT 
© £8 erro: MARYLAND Maryland,  COUNTHeward County 152 
= Be b. cis ‘OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest town) + 
g $2 RAL ond give neorest town) : 
a oe Kesvilie. salédays, || Elkridge Be 
@: d. NAME OF HOSPITAL {If not in hospital, give street oddress) d, STREET ADDRESS. ols RESIDENCE 
‘@ ~ 
585 / ‘Springfield State Hospital. Box 226 Elkridge 27. vest) OO 
g 
z ae 6 3. NAME oF First Middle lost ‘4. DATE ‘Mooth oy Yeor 
a 2 3 (Type or print) Dirk Lottman DEATH he 136 1958 
c = 
ee > 5. SEX 6. COLOR OR RACE [7. maRRiED [-] NEVER MARRIED ["} | & DATE OF BIRTH 9. epee irr T YEAR] IF UNDER 24 HRS. 
i. ae jonths | Dy Hi Mi 
2 ag Male White wiooweo%] —ovorceoE] | 2mbmL 56 ye. Slee il alana 
2 € aoe 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (State ar foreign cauntry) V2. CITIZEN OF WHAT COUNTRY? 
g 2 85 during moa! of working life, even if retired) 
S Bev Fermer Ge UsSehe . 
3S ° & & I 3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME , 
+8 ay Peter Lottman Unknown 
2 £ ¢ 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
= a& (Yes. 90, of unknown) {If yes, gure wor oF dates of service} 
Gels No. Hospital records, 
9 “3 ge 1B. CAUSE OF DEATH [Enter only one cause per line for (a). (b), and (c)-} INTERVAL BETWEEN 
7 a5 PART 1. DEATH WAS CAUSED BY: 
a8 eae z - IMMEDIATE CAUSE (o). Bronchopneumonia 8 
= £28 “IX not our to 
- =r > ‘ 
ey ed oA ’ Arteriosclerotic heart disease. years 
= > Conditions, if ony, which (0) 
2 3 oo gove rise ta immediate 
= £ Rs ahi DUE TO 
Bree a Bolas RET i‘ Generalized arteriosclercsis years 
£§ee8 
2.2 3 § Zz THER SIGBIIFICANT CONDI: S CONTSIQUTING TO DEATH BUT NOT RELATED Ti TERMINAL OISE, CONDITI ‘NIN ow 19. WAS AUTOPSY 
beets i} WS aesociated With seniie brain disease, with psychotic reaction. PERFORMED? 
rere 5 ves) NOD 
im o< § © [20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
3532 = & | OR CONTRIBUTING L] CAUSE OF DEATH 
azEges © [CF EITHER, NOTIFY MEDICAL EXAMINER) 
Yssss & [20c. TIME OF INJURY Month, Day. Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, Tor {City oF town} (County) (Stote) 
= ce 6 5 Hour o. m. 6. While Not while factory, street, office bldg., etc.) 
asi?§ = p.m. lot work [] of work [] H 
oe 6s Fi y 
z Be E 21. | certify that | attended the deceas _ Jaetf= ee 
aL<ee 
2a 82 

2 

5 

5 

5 

s 

D 

Fy 

oe 

= 


poge 3 shauld be detached for use os the burial-transit permit. 


Glive Of orn. Set eet 

oe ACTUAL LZ 
ave SIGNATUR — 

=6 ( 
28s PHYSICIAN'S z 
ees NAME (Type) Agustin ie) 
3 ae Zo. BURIAL CREMATI ION? ‘% DATE THEREO ted (RA TERY ORCREMATORY——> 72d. LOCATION (City. town, of county) (State) 
1 tl Chg pall os prestlel 
- 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRES Daa. REC'D BY REGISTRAR | 24bREGISTPAR'S SIGNATURE 
7 
Vs 15 (4) pate APR 1 8 '58 SA ad 5 


¥5M 9/55 


6 


be retained fi 


File pages 1 and 2 with the State Boor! 
1, and in ony event within 72 hours offer death. 


th form PM3. Page 5 may 


wil 


ers Office atang 
TO FUNERAL DIRECTOR: Page 3 should be used os a burial-transi? permit. 


, 
= 
[a 
£ 
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3 
e 
es 
Be 
ry 
3 
= 
5 
€ 
5 
ty 
a) 
3 
ar} 
3 
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© 
€ 
3 
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ie 
° 
x 
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& 
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2 


¢, writing the word “pending™ in pencil in item, 18. Give Pages 1, 2, and 3 ta the funeral 


CAL EXAMINER 
ded ta the Chief Medical Exami 


% 


DB} 
or its designated agent, prior te burial, crematian, or remo 


TO DEPUTY ME 
execute the cer 
4 shauld be for: 


< 
a 


AISME 
$M 2/57 


a of steal! 
a 


% 


A 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0444] 
es iL EXAMINER’S CERTIFICATE OF DEATH 


Reg. Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where dececied lived. If inalitulion: Residence before odmission) 


o COUN GaproLt maryeano || © STATE Maryland b. COUNTY _ eery (att 


b. = OR TOWN (it outride carporate himits, write RURAL 1-4 LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, wrile RURAL ond give nearest lawn) 
ond give necret! town} 


Sykesville ly 3m he Baltimore, 26, Md, x 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d, STREET ADDRESS = i 1S RESIDENCE 


Springfield State Hospital ssf] 6000 Hamilton Avenue _ ST1NOg 


3. Nags, First Middle Last 4. DATE Month 


(Type or print) Frederick Peter Metzger Beam 


6. COLOR OR RACE |7- MARRIED [7] NEVER MARRIED] 8. OATE OF BIRTH 9 ie a IFUNDER di IF UNDER me HRS, 
Hess Months | i H alia 
wipoweo [] _ivorceo (] 10~23-8% 92 peso ceca 


10a. USUAL OCCUPATION Give kind of work done] 106, KIND OF BUSINESS OR ‘ami BIRTHPLACE (Stole or foreign Lo V2. CITIZEN OF WHAT ai 


during Seamer even if retired) B & r¢) RR } land 7 : U.S.A. ‘ 


19, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


unkn Barthalmeu Metzger : ahe Mary W. Gray 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT 7 Addren 


TYe, ne, er eer Uf yes, give wor or dotes of tarvice) fl Hospital Rex ds ie 


18. CAUSE OF DEATH [Enier only one cause per Tine for (a), (b), INTERVAL TWEE 
PART |, DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (0} SD reMiaasiietntin. obidimvininter! disease | _years — 


Ye / DUE To 
Sone raaN Sey. a o__Geberalized Arteriosclerosis 


Gove rise lo immediol 
Ja), sloting the undertying( CUE TO 
couse tos. hae © _ »z 


he ebra: ER syndr ~ CONDITIONS C NIRIGUTING TO DEATH BUT ‘NOT. RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1, Aa 19, WAS AUTOPSY a 
YESS) ] 


-agssoc.with ciréulatory disturb.with cerebral arteriosc NOD 


‘200. xTEAN IAL CAUSE m3 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nofure of injury in Port I or Part I} of item 18.} 
PRIMARY CD or CONTRIBUTING [1 


CAUSE OF DEATH. Apparently was knocked down by another patient 


a Oe petite el ane See 
20c. TIME OF INJURY th, Year’ Ql20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, form, 1 20f. (City or town) (Stote) 
Hour om. nes 2.) 56 White Not wile on faclory, street, office bidg., etc.) | H 


p.m. at work [7] of work Hospital ward kesvi 5 
21. Leertify that | toak charge of the remains mare abave, held an Autopsy XJ, Inspection (inquiry [). 
opinion d: resulted from: Natural causes [_], Adcident D1. Suicide (J, Homicide [1], Undetermined manner [] 
‘ 
Sn Rettig f SV * amp, CHIEF MEDICAL EXAMINER [7] 
ASSISTANT MEDICAL EXAMINER (_} 
saconen’s James T, Marsh DEPUTY MEDICAL EXAMINER] 
Tie BURIAL CREMATION, [2te, DATE THEREOF ~ [ate. NAME OF CEMETERY OR CREMATORY Td. LOCATION (Cily, town, or county) 
Busta | 4-9-58 US. ,Nqttenal Baltimere 


23. FUNERAL DIRE 240, REC'D BY | REGISTRAR 


ewar PH fiubbara »4107 Wilkens Ave 8, 


MEDICAL CERTIFICATION: 


DATE SIGNED 


el 


- 


A 


« death: Page 4 
funeral director, 


shodld-be-filed With 
{ = 
= 


. J 


‘OR: After this certificate has been signed by the attending physician and completely filled in b 


fn 24 hour: 


Pages | and 2 


cate be executed wit! 


Then please remave carbon papers. 


ENCING PHYSICIAN: The low requires that the death ce: 


the haspital or attending physician. 


M2, 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours after death. 


poge 3 shauld be detached for use as the burial-transit permit. 


may be retain 


TO HOSPITAL OF 
TO FUNERAL 


VS ANS (4) 
15M 10/57 


4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4454 CERTIFICATE OF DEATH 04442 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


*<\Carroll marrano | *°\Marylend ». COUNTS c omd.co , 


b. CITY OR TOWN (if outside corporote limits, write |c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outside corporote fimits, write RURAL ond give nearest town} 
RURAL and give neares! lawn} 


Henryton 6 days Salisbury 
d OP See ae (Hf nat in hospital, give street address) d. STREET ADDRESS e Pou ee 
enryton State Hospital 118 Chestnut Street ves C] No 
3. pg First Middle Last 4. — Month =, Doy Year 
ips Sen) Janes. T. Mitchell | Sam April 23, 1958 
5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE (In yeors IF UNDER 1 YEAR| IF UNDER 24 HRS. 
sno [Mon : fi 
Male Negro ‘ae o pivorceo [] 68 poeta om Dial " 


10a, USUAL OCCUPATION [Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Tes. no, or unknown} {IE yes. gre wor or dates of service) 
1B. CAUSE OF DEATH [Enter only one cause per line far (a), (b). ond (c).] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: ORSETEADCIDERTS 
+ ORATIMMEDIATE CAUSE fo) Cardiovascular insufficiency 


DUE TO 


Conditions, if ony, which »__Far_advanced pulmonary Tbce with cavitation 


gove rise to immediate 


DUE TO 
couse (0), stoting the under- 
lying couse los! __lumor of prostate 
cf Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19 WAS AUTOPSY 
5 yes] nol] 
= | 200. ACCIDENT WAS UNDERLYING []_— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
& | OR CONTRIBUTING 1) CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |0c. TME OF INJURY Manth, Day, Yeor ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form. | 20F. (City or town) (County) (State 
a Hour 0. m. While Not while foctory, street, office bldg. etc.) ! 
= p.m. hd jat work [] at work [7] H 
a 
21. | certify that | attended the deceased from APY. 19.2% that | lost saw the deceased 
alive on__April 23... 12.58, and that deoth occurred o -M, from the causes ond an.the dote stated abave. 
&. L. Yy By, ADDRESS (Strcet, city or town, stote} DATE SIGNED 
ACTUAL a : 
sation aii Rha mo. ......Henryton, Maryland | hea23-58 
PHYSICIAN'S 4 
name (yes)_Edgars M, Maculans, M.D, Henryton State Hospital, Henryton, M 
To. BURIAL. CREMATION, | 22b. DATE THEREOF 72 ME Of CEMETERY-OR CREMATORY Vi2d: LOCATION (City, town, ar county) (State) 
REMOVAL (Specify) 7 4 ys % (| 
WME Mf Li ieldrie, pars 


23. FUNERAL DIREGTOKS SI Ri 4 & P2ao. REC'D BY REGISTRAR | Zeb, REGISTRARS SIGNATURE 
CIVIL Ce 
| Mend Do Mall likable, Bill ox sen Vist eae 


— *h Heo 
Tr "7 


t Btate of Maryland STATE BOARD OF HEALTH 


MAURICE C. PINCOFFS, M.D. 
RALPH J. YOUNG, M.D. 
Department of Health Lonnin ean, wie 
LLOYD N. RICHARDSON, PHAR. D. 
GEORGE M, ANDERSON, 0.1.8. 
BUREAU OF TUBERCULOSIS Ronee ee AN otis, ane 


Aenrpion State Hospital isis 


PERRY F. PRATHER, H.D., CHAIRMAN 
Henryton, Maryland 
March 2h, 1958 


EOGARS M. MACULANS, M.D. 


TO WHOM IT MAY CONCERN: 
RE: James T. Mitchell 
As you will note on the Death Certificate of the above mentioned, 
many questions are not answered. This patient was admitted to the hospital 
in a critical condition and was unable to give us any information at all. 


He was transferred here from the Prince George's General Hospital. 


> Signed Zhe ok Mecnac) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


op 4455 CERTIFICATE OF DEATH tog. ont nd 4443 


ml 


g 3 1 CA 2. Made Se 8 (Where deceased lived. If institution: Residence before admission) 
s¥u\ Carroll mamnano || °° Maryland SCOUNTY Balto,City 
2 Mi b. i? Cates Ua eae fimits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {if outside corporate limits, write RURAL and give nearest town) 
=> Syke svitte 3mos. 23days Baltimore 3Ve u 
S: / F cas da. Geant jee (If not in hospitol, give street oddress) d. STREET ADDRESS e. ROE 
“ ‘Sbringtield State Hospital 5325 Ready Ave. ves C] No BY 
5 3. NAME OF First Middle tos 4. DATE Month Day Yeor 
3 {Type or print) David Henry MULLEN DEATH April 2h ry 1958 
: 5, SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [FUNDER 1 YEAR] IF UNDER 24 HRS 
Male White wibowen [2 ——btvorceo (1) March 29, 1886 72 abe aoe (Days | HED er 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during mast af working life, even if retired) 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A. 


S.. 
Se 
ae ter = 
2 o 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
6 
oo David H. Mullen Susan Rebecca Gnamer 
3 3 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
§ s (Yes. no. oF unknown) Uf yen, give wor oF dates of service) ‘- 
aS No - 216-03~827 Springfield Hospital Records 
Bs 18. CAUSE OF DEATH [Enter only one couse per line for {0}, (bl. ond (cl-] INTERVAL GETWEEN 
€ 2 wa Sy pa '. DeaTH was Chusto ey Hypertensive arteriosclerotic heart disease Years 
= ¥ +f & . DUE TO 
Conditions, if ony, which es Generalized arteriosclerosis Years 


gave rise to immediote 
couse (a), stating the ynder- 


“ 


DUE TO 


f 


ond in gy 


icate hos been signed by the ottending physicion and completely filled in by !¥7 


page 3 should be detoched for use as the burial-tronsit permit. 


ICIAN: The low requires thot the deoth certificote be executed within 24 haurs aftemp.eath: Poge 4 


2 lying cause fost. {ce} 
= - a Paar fl. OTHER SIGNIFICANT CONDITIONS: CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i{a}/ 19. WAS AUTOPSY 
& © 12] C,B.S,assoc.with senile brain disease,with psychotic reaction. en 
a & anprene o oe ves] No fl 
2 = | 200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part I! af item 18.) 

& [OR CONTRIBUTING 1 CAUSE OF DEATH 
5 U [UF EITHER, NOTIFY MEDICAL EXAMINER) 

6 

a 

8 

= 


e 

g 

oO 

E 

2 

e 

° 
3 3 20c. TIME OF INJURY Manth, , Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f, (Ci 
z 6 & 2 Hbor Gn, pes Seen Sey White Not while factory, street, office bldg. aa H ea Eovnh! oe 
See p.m. 19 Jot wark (7) of work { 
2 gs < 21. certify that | attended the deceased from anuary, * April 2h, 19.58 that | last saw the deceased” 
oe sss alive on April 2h, ae 259 see ;-- and that death accurred at “4M, fram the causes and on the date stated abave. 
ew 3 ADDRESS (Street, city or town, stote} DATE SIGNED 
< 5 ACTUAL 
ewes SeNtto wo, Springfield Hospitel = b/2h/58 
Ocara 
a2 of 5 PHYSICIAN'S 
ogee NAME (Type) ' E 
aS 2 ‘D> ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City, town, or county) (Store) 
OinD-8 5 REMOVAL (Specify) erh ; 
ofo et vRi® - 2b -(WME NST A rs (Gov 2ws 
ae 23. EMINERAL DIRECTOR'S SIGNATURE ADDRESS 2 


. REGISTRAR’S, SEGNATURE 
yy we 


i . REC'D BY REGISTRAI 
VS A15 (4) \) FA 3 r gi ‘nd. 4nR 25 58 


15M 10/57 4) LlA gs ke 4 A 


4 os avaund 


0 arco y 5i(( an 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 4 4 4 4 
4456 CERTIFICATE OF DEATH 


wl 


Reg. Dist. No. 


~ ce 

& $3 ae ey ili PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. I ination: Residence befare odmision) 

8 8 a. COU e b. COUNTY 

= 33 & Carroll MARYLAND "Marylend Garroil 

ae x b. CITY OR TOWN {If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits. write RURAL and give nearest tawn) 

g 8 RURAL and ove nearest town) 

. an orn 0 ars nS i a ane ox 
— ry d. TAME OF HOSPITAL (If nal in haspital, give street address} kK: d. STREET ADDRESS. a e. 1S RESIDENCE 
- OR INSTITUTION 7 ON A FARM? 
“ i ¥ : ves [] No [J 
5 3. NAME OF First Middle lost ‘4. DATE © Manth Doy Yeor 
- DECEASED | q OF 
3 (Type or printy Anna Belle Null D&aTH April 6, 1958 
: 5, SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE {in ye years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


fost birthday) [Months] Doys | Haurs| Min. 


¢ Female| White wivowen [] pvorceo) |Sep 9, 1881 6 ys. 

& 10a. USUAL OCCUPATION (Give kind af wark dane} 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
g - during most af warking life, even if retired) eae 

e3( jj Housewife Own home Maryland U.o.A. 

2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

8 7 os . o : 

Willian G. Witherow Harriet Amelia Staub 

5 1S. WAS DECEASED EVER IN U. S. ARMED FOR! . SOCIAL SECURITY NO. | 17. INFORMANT Address 

E Tes, 0, oF unknown) UE yes, give wor or dotes of 14 ‘ P - = 

b no none Francis W. Null, 3901 N. 31st St., Arlington, Va 
8 _ Ba 
g 18. CAUSE OF DEATH [Enter only one cause INTERVAL BETWEEN, 

a PART 1. DEATH WAS CAUSED BY: batik gr Erker 

§ 4 IMMEDIATE CAUSE (0! 

= 17%2 DUE TO ’ 


gave rise ta immediate 
couse (a}, stoting the under. ( SUE TO 
lying couse last. te 


After this certificate has been signed by the attending physician and campletely filled in by tf 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs aff 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 hours after death. 


£ 
a 
5 a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. Was 3 AUTOPSY 
re S yes [1] NO 
z = |200. ACCIDENT WAS UNDERLYING 3 C1, | 20». DESCRIBE HOW INJURY OCCURRED. (Enter nature ol injury in Part Var Port Wat item 18) 
& | OR CONTRIBUTING £1 CAUSE OF DE 
2 © | (IF EITHER, NOTIFY MEDICAL XAMINER) 
se ts TO 
Cea) & [20c. TIME OF INJURY “Month, Day, Year ]20d. INJURY OCCURRED —_[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
5.2 a eee on While: _<ntoricpile factory, street, office bldg., etc) 
si? FS p.m. w jat work [7] at work = [] 
= 5 - -{Y x 
pees 21. | certify that | attended the deceased fi om LOm1 9... 7 SL, to... aad 3 19-2.E that | last saw the deceased 
£ s a 
a scH % alive on____S ..: and that death occurred at {2-40 Am, fram the causes and an the date stated abave. 
g 2 DATE SIGNED 
a 
~ al ACTUAL is ¥) a ne 
a OE 8 SIGNATURE, oF ee oe 
O25R | 
z2a8 L PHYSICIAN'S Dp Q a 
ze z 2 NAME (Type) 1 of (ER yf Gk ee eet 
= ——————— x 
4 33 2 Za. RURAL cranayere ic. NAME OF CEMETERY OR CREMATORY 71d. LOCATION (City, fawn, ar county) (State) 
>> (OVAL {Speci Ss : ; 
Beat Burial 1A 8, 1958] Reformed Cemeter: Taneytown, Maryland 
ee . R Reg ae. REC'D BY REGISTRAR | 24b. a asd eee 
YS AIS (4) a "9 
15M 10/57 cATEAPR 858, Qui ‘ ; 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04445 
3 4419 CERTIFICATE OF DEATH Reg. Dist. No. 


a £ 
o 2: 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceaied lived. If insitutiggnfesidence before admission) 
e 3 SrA b. COUNTY) # 
. ee [> - A If £9 
£ Dg b. CITY OR aed tf as a limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (IF outside corporote limits, write RURAL ond are neorest town) 
g 8 RAL ond ve neares! tawn) ; 
uo 89 + Em on ‘ 
5 

RE 4 NAME OF fie If nat in fom give street aie) “i ‘STREET ADDRESS e. 18 RESIDENCE 
oe , OR INSTITUTION i e, ON A FARM? 
2 5S yes 3 op ; [5.0 ves [No et, 
2 £6 3.N Fint Middle, lost 4. DATE Month Dey Yeor 
Se re DECEASED J ‘ a OF 
Be § 3 {Type or print) fi Ir A 'y f\ (3 F DEATH ¥. 19 g 
= >~o ‘5. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED: ind 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3 ee lost birthdoy) Fronths] Doys ig 

2 i 4 wibowed [] olvorceo (] 4 

a 

j2 10a. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Sate or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

8 d ring most of working life, even if retired) 

2 JEM 6 TPS awe i, -- WAS -A . 

13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


‘ian ani 


in 72 hours after d; 


Then please remave carbon papers. 


1B. 2a ‘OF DEATH oe only one cause_per line for (0), <b), ond ae i INTERVAL BETWEEN 
. } 
44/X 


a 
- <4 
L eed MARY SwARTZ BA va tH 
e pare Ni FORCES? 7 a nad ; = 
BL ine 
. ae 
PG: SJE GPP MANES LULL 2 4 
PART |. DEATH WAS CAUSED BY: eR 
. IMMEDIATE CAUSE (o] 
DUE TO 
Conditions, if any, which ees i al A esr Ramey 
gove rise to immediote 


that the death certificate be executed wi 


ires 


After this certificate hos been signed by the attending physic 


= cotse (0), stoting the under- (| OUE TO 
gE lying cause lost. te 
318 ra Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAt DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
a y te a7 MATA. 4 ) 09 Teh , { PERFORMED? 
sohe ) Qa ¢ 
es & a=, oo Z Ee "SS ate LAS S\ Aner, & pels Cf) xog 
rig = | 200. ACCIDENT WAS UNDERLYING F) Bee DESCRIBE HOW INJURY GGCURRED. (Enter nature! of injury in Port 1 or Port II of item 18.) 6 
sé ® ] OR CONTRIBUTING L] CAUSE OF DEATH 
ae | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ot 2 
Zs & [20c. TIME OF INJURY Month, Day, Year [ 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (State) 
= 5. 6 Hour 0, m. While Not stile foctory, street, office bldg. etc.) } 
23 = p.m. 19 Jot work [1] ot work 
oF Lice iB ww GL 
23 21. | certify that | Cok the neg? fr Loa; pai ---, 1922.,that | last saw the deceased 
2 
2 


alive en. _ Ge = a ea death “Bad ats , fram the causes and an the date stated abave. 


R: 
page 3 should be detached far use as the burial-transit permit. 


the registror priar ta burial, cremation, ar remaval, and in any event wi 


DATE SIGNED 


Ree 


en ect, eed n. 


is 
<q 
SIGNATURI Meee onoa 
62 / a J Vm 
eo PHYSICIAN'S | 
Sod NAME (Tj a xt) 
=& type) tA, 
7 C4 XE ee TSS = SSS 
Pa $3 236. renova Wes OF F CEMETERY ‘OR CREMATORY 22d. LOGATION (City, town, or eo (Stote} 
Se p | ect 

5 go" Appt 1e/s AW, WEL WPT LE WETE SE LID 
- INERAL DIRECTS ay TURE so ae, 24a, REC'D % REGISTRAR EES R'S SIGNATUR 

VS A1S (4) Tae, Dash toed G. pateAPR 1 4 '58 E ge phy 

15M 9785 WN, WIT EEA, 


7 | 
Loess 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04446 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


omit 


esulted from: Wh causes Ei]. Accident 0. Suicide QO, Hamicide 0. Undetermined manner oO 


ad 


DATE SIGNED: 


# 
d 


FOR STATE Reg. Dist. No. 
HEALTH DEPT, | piace or peat 4457 2. USUAL RESIDENCE (Where deceoted lived. It inslitulion: Residence before admision) 
ge. ti SOON | eer marvano || ° STE Maryland b.COUNTY Anne Arundel 
a=. 2 b. CITY OR TOWN 1 ede epee iin wie AURAL ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) J 
sees ed give near! town 
523% Sykesville Syrs.7mos.2ldhys Tracey's Landing , bs 
.. 3 - ‘ d, NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS on ie 
> oO / s 
Seer ee ~ Springfield State Hospital - _ a = eo 
~2e-= a So = — 
BSs328 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
oP a DECEASED OF 
Beles {Type or print) Joshua bs PADDY pete = April 9, 1958 | 
Bo Se = 5. SEX 6. COLOR OR RACE |7. MARRIED (] NEVER MARRIED JT] 8. DATE OF BIRTH % oe Ue IF UNDER TYEAR| IF UNDER 2 
223s 7 ied Months] Days | Hours | Min, 
ers Male White wivoweo] —oworcenf]} | Mey 30, 1883 be oe 
a / me 
3 8 ta Ss = / USUAL OCCUPATION {Give kind of work dane) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or loreign country) 12. CITIZEN OF WHAT COUNTRY? 
Sa BER I ye mast af working lite, even if retired} 
Eee eoN Farm hand - Maryland U.S.A 
33 3 85 a 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
g Be ge Thomas Paddy Margaret Lyles 
3 Es & 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. 17, INFORMANT Address qa 
28e m0, oF enon 704 give tor oF dates of serve 
g f2 E e | - = Springfield Hospital Records _ =. 
3 2 2 5S 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c). ] 4 % wenvatt between, 
Besse a DEATH MEDIATE CAUSE fo} Bilateral pulmoary tuberculesis Years 
Beoes 00 x 
fhe eS ¥ DUE TO 
Sse Gehdnions, TE wey, whieh Tuberculous bronchopneumonia Weeks 
EOS (b} 
Ss-2* gove rise to immediate couse 
Re SBS {o), stoting the underlying, DUE TO 
¢ wadertying 
8: -20e¢ couse los. om s ce 
zt aE. 5 6 I g PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0){19. WAS ‘AUTOPSY 
BELBeE 7 5 an B, ) with senile brain_ disease w: pth psychotic reaction in a mental de- eee bees £ 
= Op n 2 monary = 
BS Pg as s 5 200, nig NAL ary ee 20b. DESCRIBE HOW INJURY OCCURRED (Enter noture of injury in Port tor Part fi af item 18.) 
Svsets & | PRIMARY B ‘or CONTRIBUTING 1) 
2 $22e & | CAUSE OF DEATH. 
ae om = 4 fee 
e ete 3 tec. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED [20e. PLAGE OF INJURY (Hone, farm, 120 {Cily or town) (County) (State) 
ae<gre 6 Eve whik Not whik ctary, street, office ete. 
Bont. 8] oslBace: 4/3/58 w» (eM Must"! Hospital ‘Sykesville Carroll Md. 
25 Sen 21. V certify that 1 took charge af the remains described obove, held an Autopsy {J Inspection [X], Inquiry A, and in my 
zo ozs = opinian dea 
= & 
be 
a0 
a a é - eee mip, CHIEF MEDICAL EXAMINER [] 
ge a ASSISTANT MEDICAL EXAMINER ESE 4y 

see ) 
Buz = is ? NAME tiype) James T. Marsh 5 NLD, DEPUTY MEDICAL EXAMINER [] Z SF g 
= oe 3 2 io. BURIAL, CR Bees 22b. DATE THERE " NAME sf CEMI ys OR CREMATORY 22d. LOCATION (Cily, tawn, or county) (Store) 

3 i 
Gea ENGI oe Friends Meso sicaibs a: 
- La 


« _ [23, FONERAL DIRECjOR’s SIGNATURE ADDRESS 2ha. REC'D BY Gsaie Payee F's SH 
|. ASME t a8 ZA f A J Ys APR 44 
5M 2/57 x PEM OM GML FS Py SAO A LEAMA e L 


& 


funeral 


hauld be 


e 


ificate be executed within 24 hours ofter death. Page 4 


in 72 hours after deoth. 


Then please remove carbon papers. Pages 1 and 2 


gned by the attending physician and completely filled in by 
emit. 


~ 


ran: 


= 
s 
: 
6 
> 
é 
‘s 
\E 
° 
g 
9° 
€ 
rd 
ts 
5 
€ 
és 
i] 
€ 
$ 
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‘detached for use os the burial-t 


the registror priar to burial 


me: 


TO FUNERAL Din: 
poge 3 should be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certil 
may be retain: i i ici 


VS AVS (4) 
1SM 9/55. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4459 CERTIFICATE OF DEATH neg. vin, no, V4447 


1. PLACE OF DEATH 
oO COUNTY Carvroli: MARYLAND 


cc. LENGTH OF STAY IN Ib 
l years 


2 mages RESIDENCE (Where deceased lived. If institution: Residence before admission) 
° STA ery land:e: ». COUNTY Baltimore City 3 


. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 


: Baltimore 4 ib. 
da. arabe ties (lE nat in hospitel, give street oddress) d. STREET ADDRESS: e oe 
Springfield State Hospital, 2516 Fleet Street ves [No MM 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
tierer on Mamie Smith Peters DEATH 4 L458 


5. Sex & COLOR OR RACE |7. MARRIED >) NEVER MARRIED [-] [8 DATE OF BIRTH 9 KGE i yoors [FUNDER LVEARTIF UNDER 24 HRS, 
* 4 oy! Month: He i 
Female White wioowenX] ovorceot] | Y-B=1 B78 2 ee SRE Oy RE fg alt 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY {| 11. BIRTHPLACE (Stote or foreign country) 42. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


housekeeper | at Home Maryland UsSeAe | 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Jacob Smith Unimewn Bertha 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, ne. oF untnewn) {it yer, give wor or dates of vervice) 
no --— none Hospital records. 
18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond (c}.] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: i ee ees 
er, IMMEDIATE CAUSE (4 
- ' DUE TO 
Conditions, if ony, which w__Generalized arteriosclerosis 


Gove rise to immediote 
couse (0), stating the under: UE TO 


lying cause lost. te) 


4 Part Il. OTHER SIGNIFICANT CQNDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED,TO THE TERMINAL DISEASE CONDITION GIYEN IN PART }(a)|19. WAS AUTOPSY 
21C.B sagsor saad with {eturbance ‘ot metabo ‘ism, growt or nusrit on, with PERFORMED? 
Siseniie bra: sease psychotic reaction yes Not] 
© [20c. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& ] OR CONTRIBUTING [) CAUSE OF DEATH 
& | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
-$ Se 

& [foc TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED |208. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
a Hour o.m. White Not while factory, street, office bldg., etc.) ! 
= p.m. 19 {ot work [J of work [J Hl 

21, | certify that | attended the deceased fram 3e20— ee, 1958, tombe) _ an , 19.88 that | last sow the deceased 

alive an__. oe 1920____, and that death occurred atel0 PeM, fram the couses ond an the date stated abave. 


DATE SIGNED 


1958 


ACTUAL 
SIGNATUR 


PHYSICIAN'S 
NAME (Type) 


‘Wc, NAME OF CEMETERY OR SEaaToR 72d. LOCATION (City, town, or county) (Stole) 
BUATAL™” | 4/9/58 ST, MATTHEWS CEMETERY| BALTIMORE MARYLAND. 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Oo. MD 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
HENRY SANDER & SONS INC BALTO. MD. RE oS OF 


Atay — = 


$A fvaund “ny 


aA 
gsor 


6. Ud¥+ 
ely 
Da ari 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4459 CERTIFICATE OF DEATH 


owned 


04448 


Reg. Dist. No. 


20a. ACCIDENT WAS.UNDERLYING E O1__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 1B.) 
OR CONTRIBUTING CI CAUSE OF DEATH : 
(IF EITHER, NOTIFY MEDICAL EXAMINER] yh 


MEDICAL CERTIFICATION 


2 * i Bate = 2 cranes (Where deceased lived. If institution: Residence before odmission) 
i o b. COUNTY 
32 Carrol. eee and Carroll 
hw b. CITY OR oe. {If outside corporote limits, write | c. LENGTH OF STAY IN Ib © = ‘OR TOWN {If outside corporote limits, wrile RURAL ond give nearest town) 
52 RURAL ond give neorest lown} 
. Idersby: Xx _ Eldersburg 
a od. NAME OF eae “i not in hospital, give street oddress) STREET ADDRESS e. 1S RESIDENCE 
=e ‘OR INSTITU ‘iG ON A FARM? 
a Oklahoma Road Oklahoma Road ves (] No (WX 
ce 
<= 36 3. NAME OF Fi lost 4, DATE Me ve 
ses DECEASED FQ "PLENOR PURE Y us KR iK c OF =e esr a 
a (lies oF prisi) ier /, & peta April ei 1958 
>o 5. SEX 6. COLOR OR RACE |7. MARRIED Pe] NEVER MARRIED [_] | 6. DATE OF BIRTH 9. AGE (In years [IF =m TYEAR]|IF UNDER 24 HRS, 
ze par 7 fost wider tas 
3, fale White widowed Divorced} May 1 
$s 
= ae 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. RGcece (Stote or foreign county) 12. “Tal OF WHAT COUNTRY? 
a a 3 one most of working life, even if retired) 
pes Farmer 
9 a s 13. FATHER’S NAME 14. MOTHER'S ree NAME 
53% 
Zor Son fyme ohnson 
£@ 3 15. WAS ~s EVER IN iG S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
abe [ves, no, oF unknown) (IF yes, give wer or dates of service) 
22k No emie Purkey.Svi 
ss 18. CAUSE OF DEATH [6 
CRE ater only one couse per line for {0}, bh ‘ond (<)-), INTERVAL BETWEEN 
Ss ! 
af + PART 1, DEATH WAS CAUSED BY: AE els 
¥ : IMMEDIATE CAUSE (0 eel, 
& i. ( 
= Lh . DUE TO ~ 
> , CK, i 
4 Conditions, if any, which " Coen e AL hos yo Tee 
z gove to immediote 
5 cote (o], stoting the under: ( PUETO Paty F * 
7 lying couse lost. {e a uh é frac ares wie ee ae 
A 
3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRI8UTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) |19. Nearcekerniad 
e-) 
3 hear, ce “Are Ag vs) Nop 
2 
o 
a 
Fy 
8 
2 
3 
< 


R ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


page 3 shauld be detached far use as the burial-transit permit, —Th 


3 
o 
£ 
uv 
E 
°o 
3 
° 
§ 
6 
3 § 20c. TIME OF INJURY “Month, Dey, Year [20d. INJURY OCCURRED 206. PLACE OF INIURY tHome, form, | 20F. (City or town) even (Stole) 
8. 3 Hour 0. m. [hile eS Net sti foctoty, street, cffice bldg., etc.) | 
=a p.m. lot work [LJ of work i 
[oJ 2 -- 
tisk 21. | certify that | aitended the deceased tum 2/22. “£4 Tepe fe a that lance the-decwated 
ve) . on__ ax Sees e a Ww a, and that death occurred at L045 Am, from the causes and on the date stated above. 
¥ a ZL ADDRESS (Stree!, city oF town, stote] iM DATE SIGNED 
Os ACTUAL An 3 4 ~ 
ages ee ae, BZ Sees bread. 020 '! A e £-28-5F 
hey eS } 
25 5 ! PHYSICIAN'S 
Hezeé NAME (Type), & ud _K Gy ee ahi A ei oe ee et 
ae > 20. BURIAL, CREMATION, | 220. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATOR’ 72d. LOCATION (City, town, or county) (Store) 
Se295 ees (Specify) 4 
EG ae mo} a an € ille Tenn 
2=e Pa, FUNERAL DIRECTORS SIGNATURE ‘ADDRESS da. REC'D BY ar 2a. REGISTRAR'S SIGNATURE 
Yen os F,C,Higinbothom, Ellicott City md pare APR 3 0 '58 ot eB 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 4 4qé } 
4460 CERTIFICATE OF DEATH 


teat 


Reg. Dist. No. 


coute (0), sloting the under- 
lying couse lost. (3 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. Perea. 
Schizophrenic reactions, other and unspecified, ves] noO 


200, ACCIDENT WAS_UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


SIGE ao 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home. fors 20f. (City or town) {County) (Stote) 
Hour o. m, While Not while foctory, street, office bldg.. etc.) ! 
Bm. 19 ot work [] ot work CF 


H 
| 
21. 1 certify that | attended the deceased from__July Dy... 195B_, to Aprd] Uh, _., 1958. .that | tast sow the deceased 


¢ hospital ar attending physician. 
MEDICAL CERTIFICATION, 


+ ~t 
S g cea 1. PLACE Ce a +: are RESIDENCE (Where deceosed lived, If institution: Residence before odmission) 
Boe f ¥ an Carroll manrrano [| oA Maryland * cou’ _Baltdmore 
pica ha A A ere te 

£ B P Jf b. CITY OR TOWN {If outside corporote li weite | ¢, LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
ie ad RURAL ond give nearest town) : 
3s esville (Rural) 25 yre 11 moel| Woodlawn : 
E 3 d. Baie ad tele {If not in hospitol, give street oddress) | d. STREET ADDRESS «. ERG 
3 ; 
ay y Sp gfield State Hospital ves (] NOR] 
2 = 3. NAME OF Fint Middle lost 4. DATE Month Day Yeor 
a 3 {Type or prin Bertie Feidler Rau DEATH April ly, 138 
Zz heels 6. COLOR OR RACE | 7. MARRIED $%] NEVER MARRIED [_] | 8. DATE OF BIRTH Te eee IF UNDER 1 YEAR] IF UNDER 24 HRS. _ 
=e I H Mi 
3 Female White —_|woowet} —_ovorceoO | August 27, 1908 |” 9 wel 
2 E To. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8,8 during most of working lite, even if retired) 
E-o Nurse City Hospitals Maryland UsSeAe 
8 “4 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
» 5 = 
B Ber 7 James E, Feidler PieaeaWes Sel Lem 
= $ ie S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 6 "a ‘no. oF unknowe} {18 yes, give wor ar dates of service) U: 
& 2 Inknown Inknown Springfield Hospital Record 
eis 
ia oe 18, CAUSE OF DEATH [Enter only one couse per line for (0). (b}, ond (c).} INTERVAL BETWEEN 
3 2 PART. DEATH WAS CAUSED BY: hi nia ONREUALD DEAT. 
igh 8 IMMEDIATE CAUSE (o|_Dronchopneumo: 8 
5 £ y X DUE TO 

~ 
= 2 Conditions, if ony, which Multiple lung abscesses Weeks 
s v4 gove tise to immediote 
= 5 DUE To 
z.2 
Hy 
one 
Bas 
Zo5 
<2 
OS's 
a o8 
Ce 
- 
RSE 
8 
zee 
ord 
Gea 


poge 3 should be detached for use os the burial-transit permit. Then please remove corbon papers. Pages | ond 2 should bei 


the registrar prior ta burial, cremation, or remaval, and in ony event within 72 hours ofter death. 


alive on_ April 13, ete mee, "1 12.58 ___, and that death accurred at..7 Ae M, fram the causes and an the date stated abave. 

G2 : a DATE SIGNED 
= titi Rite 4 fol vy § 
Sz / a7 si 
233 ee eS Ne ia aed ae ash 
gs 3 TE THEREOF J] 22c_NAMP OF CEMETERY OR GREMAFOR 2d. LOCAT por, oF gounly) (Stofel 

s = z 4 ey 4 Y y ’ 
ALP 24-S€|\ Grunge Hpi) Lael, PEs 
as ) ATURE 8 fy) 7) ADDRESS» / | 2a. REC'D BY REGISTZAR | Zab. REGISTRAR'S SIGNATURE 
rears ie, pee i 4 Bed, Hef -\ombbh 2 058 enee Bs 


4 °K nvaund 


eet av 


{fr ~ Gln 
Vy) A esis) SKS 
{G Cc 


end 


4 


ed-with 


(= 


Pneral directar, 


s 


mpletely filled in by th 
Pages 1 and 2 should be-il 


Then please remove carbon papers. 


DING PHYSICIAN: The law requires that the death certificate be executed within 24 hours often death: Page, 


: After this certificate has been signed by the attending physician and ca 


poge 3 shauld be detached for use as the burial-transit permit. 


NI 


VS A15 (4) 
15M 10/57 


the registrar prior to burial, crematian, or remaval, and in any event within 72 howrt after death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4461 CERTIFICATE OF DEATH 


1. PLACE pen tialuad 


a. COU! 
Carroll 
b. CITY OR TOWN (If outside carporate limits, write 


RURAL ond give neares! town) 


b 26 days 


taf 


MARYLAND 
c. LENGTH OF STAY IN 1b 


04450 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. if institutian: Residence befare odmission) 


a. STATE b. COUNTY 
Maryland 
cc. CITY OR TOWN (If oulside corporote limits, write RURAL and give nearest tawn) © 


Baltimore, 13, 


d. NAME OF HOSPITAL {If not in hospital, give street oddress) 
OR INSTITUTION 


e. IS RESIDENCE 
ON A FARM? 


d. STREET ADDRESS 


Springfield State Hospital 172h EB. Lafayette Ave. ves CJ no BS 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
fieeor pin) ~Charles Dowell Reid | Beam 2h 19 58 
5. SEX 6. COLOR OR RACE |7. MARRIED PX NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE {i year IF UNDER 24 HRS. 
Male "white winoweo[] —otvorceo] | 8=19=69 Benen [Months] Days | Hours | Min. 


10a. USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY 


‘pave’ varie “= unknown 


12. CITIZEN OF WHAT COUNTRY? 


USA 


11. BIRTHPLACE (Stale or foreign country) 


Maryland 


13. FATHER'S NAME 


unknown 


14, MOTHER'S MAIDEN NAME 


unknown 


pot 
a 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. 


“geenown |" err] 2973-78-72) 


17, INFORMANT 


Hospital Records 


Address 


18. CAUSE OF DEATH [Enler only one cavse per line for (a), (b). ond (c)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART 1. DEATH WAS CAUSED. BY Bronchopneumonia days. 
DUE TO 
w»___Arterlosclerotic heart disease Years 
gove rise to immediow ( 


cause (6), stating the under: 


Conditions, if ony, which 
lying cause lost. 


{c) 


Generalized arteri 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
hrp Brain drome aSsociated with cerebral arteriosclerosis, with | PERFORMED: 
psycho rea On 3 yes} No #y 


2 
OR CONTRIBUTING 1) CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) | 2/7 


0a. ACCIDENT WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 1B.) 


MEDICAL CERTIFICATION 


alive on___. S568 |, 


ACTUAL 9 

SIGNATURE ‘ * 
} va Novey, MeD. 

PHYSICIAN'S 

NAME (Type) 


20e. PLACE OF INJURY (Home, form, 5 20f. (Ci 
foctary, siteet, office bldg we) | eat tice Cea ae 
H 
A= hy hae Se " 1958. that | last saw the deceased 


1__M, from the causes and on the date stated above. 
DATE SIGNED 


ADORESS (Street, city ar tawn, state) 


Springfield State Hospital 


ee | a Se SS 
WY [2k Fu UE 24 NAT YE) 
ech 


KEAN CA 


Ghcen 


Tic. NAME OF CEMETERY OR CREMATORY 


ADDRE ] 
36S m diary 


2d. LOCATION (City, tawn, or caunty) 
PACLTO 
aa. REC'D BY REGISTRAR | 241 resis SIGNATURE 
pate APR 2 5 '58 On. LBILUKA 


Oct nw , 


Y 


neral direct 


Pages 1 and 2 sheuld be Se 


id 


After this certificate has been signed by the attending physician and completely filled in by th 


that the death certificate be executed within 24 haurs ofter, death: Page 4 
Then pleose remove corban popers. 


jires 


IDING PHYSICIAN: The low requ 
fe hospital or attending physician. 


NI 


page 3 shauld be detached for use os the burial-transit permit. 
the registrar prior ta burial, cremation, ar remavol, ond i 


TO HOSPITAL OR 
may be ret 
TO FUNERAL DIR. 


VS AIS (4) 
1sm 10/57 \\°) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ss» 0 4453 
4462 CERTIFICATE OF DEATH ee ' 


1 ba fe peachy % hw ag caine (Where deceased lived. If institution: Residence before admission} 
a. o. b. COUNTY 
Carroll Oe Maryland Balto,City 
b. CITY OR TOWN (If autside corporote limits, write ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporate limits, write RURAL and give neorest town) FA 
RURAL and give nearest town) ' 
Sykesville amos, 2ldays Baltimore 13 
d. NAME OF HOSPITAL (If not in hospital, give street address) d_ STREET ADDRESS e. 1S RESIDENCE 
OR_INSTITUTION b- ON A FARM? 
Springfield State Hospital 025 Sinclair Lane ves [] NO 
3. wea First Middle Lost 4 Wend Month Day Year 
{Type or prin) Benjamin Burge REIN bam April 29, 19 58 
S. SEX 6. COLOR OR RACE [7. MARRIED JR] NEVER MARRIED [-] |B. DATE OF BIRTH 9-AGE Wie ears IF UNDER 1 YEAR| IF UNDER 24 HRS. 
- ay Ss rs T 
Male White |wiooweot  ovworceog] | August 1, 1912 ie ta. Pe | eaer lee 


100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Carpenter - Marylend U.S.A. 
13. FATHER'S NAME M4, MOTHER'S MAIDEN NAME 
Charles Rein Mary Meyer 
. WAS Dec UevaRIN U.S. RRED esa aT CIAL SECURITY NO. | 17. INFORMANT | Address 
enone AGEs eared 
No - 5-O/D/ BS Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c).] INTERVAL BETWEEN. 
PART |. DEATH WAS CAUSED BY: % 4 Ket SE siete 
; (MMeDIAte CAUSE (o_rrimary carcinona of Phe liver with 
/ DUE TO metastasis a 
Conditions, if any, which © 
gove rise to immediate 
cause (a), stating the under ( OVE TO 
lying cause last. to 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) | 19. ree rene 
Psychmeurotic reaction, depressive reaction, vem noc] 


200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour a, m. While Not while oeeres 2)reet, ceaamebidy:, efc:)t 
p.m. 9 Jot work [] ot work [) ‘ 


21. | certify that | attended the deceased from February.B,_, 1958, to April 29, ___, 19. 5B, that | last saw the deceased 


alive on_April 29, 3 _--., and that death accurred ot 93:54 M, from the causes and on the date stated above. 
< : ADORESS (Street, city or town, state) DATE SIGNED 


ACTUAL gop 
SIGNATURI 


NAME (fyee)_Fidmund Lusthaus, M.D, Sykesville ,, Ma: 


ey cispecr b. DATE THEREOF c. NAME OF CEMETERY OR CREMATORY on [ya LOCATION 
REMOVAL i 7; 
Ran WVlbLg SD y} i ZZ, : HALAL 


MEDICAL CERTIFICATION 


Ma d-» 


= B. LAH 
23. FUNERAL D etoas + Te rk 2do. REC'D BY REGISTRAR | 24d. REGISTRAR'S SIGNATURE if 
f Z eS sa 
LPN FELIU wh AAlie Cc \piiey = 58 (Ide / 5 
a a a = 


CALI] 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4459 
4463 CERTIFICATE OF DEATH 


Reg. Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission} 
o. COUNTY mannan @. STATE p> , b. COUNTY 
wd al”) Lt A Qiv) @ + a 
¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If obtside corporate limits, wepesRURAL ond give nearest town) 
Me 
, f 
ooh « ; , 2 ” 
Pe ® BY Lo LLL a Vas 
2 d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS @. IS RESIDENCE 
Gg tin OR INSTITUTION 1 3 ON 4 FARM? 
“_ fO o . PS YES ns) =! 
3 3. NAME OF = i "? i 
be ee First Middle lost 4 ors Meath Day Yeor 
F (Type or print) Maps b eS. RotA. DEATH Ori, JZ yp FSB 
é WAY 


5. SEX COLOR OR RACE |7. Married 1] NEVER MARRIED ([] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER“I YEAR] IF UNDER 24 HRS. 
"49 Ce 7 WIDOWED ‘fai oreo] | Ae) / 2. Sik 0 


hysicion ond completely filled in by 1 


thot the deoth certificote be executed within 24 hours offeg death. Poge 4 


= / ADDRESS (Street, city or town, state} DATE, GIGNED 
L p i) — J 
SGNATUR Pe AE mo. Aa tah 4 77 YY im 3 


A _LLA ‘£42 StEAD.. (Tar la hecho. 


J Se A? Lh, 22 fs 
229. BURIAL, CRE 2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR GREMATORY 72d. LOCATION (City, town, 
REMOVAL (Sp a ft [$4 é ¥ @ i Cina ’ / pages ee Poe 
(Ly [0 yA ~ cr 


ha, REC'D BY REGIETEAR |2M>, REGISTRARS SIGHATURE 
R A 
DATE 


Pa 00. USUAL OCCUPATION (Give kind of work dane] 1b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar fareign country) $2. CITIZEN OF WHAT COUNTRY? 
a3 _ during mos} af workin ‘even if retired) 7 * ee a 
> Celecaa Ma: 2tvl @' thE Ac: 
Bg J ) [13 FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 } 
8 / \ F ; 5 
BA / | Bene hile 0 Hf [a re ATEZEN 
FA 15. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16, SOCIAI RITY NO. [17. INFORMANT Adgig: 
at see Vanes Want ee 
Ls fe tf) d/h We Tz "4 
fs Be Ee a el a LB oS ee oP a 7 
28 8 18. CAUSE OF DEATH (Enter only one couse per line for fab). and (c)-] INTERVAL SETWEEN 
£05 PART I. DEATH WAS CAUSED BY: e 22, = hs ae 
hares , IMMEDIATE CAUSE (o LLOL oO Cee ae 
cf eo , 
=e “uy ’ DUE TO } , : f) % :: 
fer Conditions, if ony, which ow Lt, g LAKH bs a1 th WEHS EG 
$ BES gave rise ta immediate 
3 Bas cotiie (0), stoting the under. ( OVETO 
Ses av lying couse fost. {c) 
S36 one 
3 5° tS Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART T(o}]19. WAS AUTOPSY 
= =9 - 
£52 —_— —_- -=-_— 
263996 6 OO yes] N 
¢ ‘ = 
Fooas = [200. ACCIDENT WAS UNDERLYING T]_| 206. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port Vor Port I af item 18.) 
gH Sar & JOR CONTRIBUTING FI CAUSE OF DEATH 
zegzs 5 | (UF EITHER, NOTIFY MEDICAL EXAMINER) ce ee 
fe 2 
Yoszss & ]20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (Stote) 
5. She 3 Hour o. m. While Not while factory, street, affice bldg., ete.) | 
zeEr§ = Sk a 19 Jat work fSper work FP 
Osses - , 
aoe 21. | certify-thaty attended the deceased fram 2% 2/ WET oY SEZ that | last saw the deceased 
22 ee is 
Bg < 3 2 alive an VW aoe 1925-4 —, and that death occurred ot 2/2b2 m, fram the causes and an the date stated above. 
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R: After this certificate has been signed by the attending physician and campletely filled in by 1} 
poge 3 shauld be Wetached for use as the burial-transit permit: Then please remave carbon papers. 


the registrar priar to burial, crematian, ar remaval, and 


nt within 72 hours ofter death. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4453 
4464 CERTIFICATE OF DEATH Reg. Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befare admission} 


“Naryland °°" baltinore City 522 


b. CITY OR TOWN (if outside carporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give necrest town) 


RURAL ond give nearest town) 3yr¢LOmth, 23 dys Baltimore 2 oe 


d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION, ON A FARM? 


Springfield State Hospital, 1535 Holbrook St. ves] NOX] 
3. NAME OF First Middle lost 4. DATE Month Yeor 


Doy 
DECEASED OF 
{Type or prin) Alice A Royston | Stamm ho = 27 = 19 58 
5. SEX 6. COLOR OR RACE |7. MARRIECEE] NEVER MARRIED [-] |B. DATE OF BIRTH 9. ee diroser IF UNDER 1 YEAR] IF UNDER 24 HRS. 
wri Y) Month: Do: Hi i 
Female White wipoweo [] _—DIVORCED 5m 16m 07 50 PA (orermal Der sree ee 
10a. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 
Waitress Pennsylvania Up She 
13. FATHER'S NAME Har R ston 14, MOTHER'S MAIDEN NAME 
Bnei Ae he Nellie Crowther 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


(Yas, no, oF unknown) UF yes, give wor oF datas of service) 


no — None Hospital records. 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b). and (c)-} INTERVAL BETWEEN 


ET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE Caust (o|__ Acute peritonitis ‘bs ‘5 
wa DUE TO 


Ganditiaeltitiany, zs Perforated duodenal ulcer | Months 


wv 


gove rise lo immediate 
couse (0), stoting the under. we 


Jying couse lost. «Chronic rheumatic heart disease Years 
Past Hl. OTHER SIGNIFICANT CQNDITIONS CONTRIBUTH ‘O DEATH BUT NOT RELATED TO THE TERMINAL DISEASE INDITION GIVEN IN PART 1(0)]/19. WAS AUTOPSY 
C.BeS.asnoc.with CaN. sypitiis, Meningoencephalitic,witn psychotic PERFORMED? 
eins i ? Peacts the ’ psy’ vs NOD 
200. ACCIDENT WAS UNDERLYING CT) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | ar Port It af item 1B.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} (County) {Stote) 
Hour o. m. While Nat while factory, street, office bldg., etc.) ! 
p.m. 19 lot work [] of work (J , 


21. | certify that | attended the deceosed from March 7, ..... 19.55, to April 27, ., 19.58. that | lost sow the deceased 


olive on Aprhl 27 1gaO! Se, and that death accurred at. 3200P_M, from the causes and dn the date stated abave. 
ADDRESS (Street, city ar town, stote} DATE SIGNED 


ACTUAL > Springfield State Hospital 4/28/58 


SIGNATUI 


MEDICAL CERTIFICATION, 


—_—— 


iacines VY Agustin delCampo, M.D. 
Tic. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, ar county} (Stote) 
pect; - 
“Borat Sone 30-58 | Poplar Grove Methods en. Warren Maryland 
Vat y da. REC'D BY REGISTRAR | 24, REGISFRAR'S SIGNATURE 
wey & ‘ Ln VE: pate APR 3 0 '58 rive Ro “ 


V/ 


¥ ‘A Vang 


e361 Og Ud¥ 


Darrow 


ad 


after death; Page 4 
funeral director, 


Pages 1 and2 
4 


Then please remove corbon papers. 


Q ‘ending physician. 
is certificote has been signed by the attending physician and completely filled in by 


ENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours 
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may be retoin: 
TO FUNERAL 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 45 4 
A465 CERTIFICATE OF DEATH eee 


Reg. Dist. No. 


i Pe scot ela 2. oe RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8. ¥ °. b. COUNTY 
Carroll pee Maryland Balto, Count; 
b. cee OR TOWN {If outside ae limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporole limits, write RURAL ond give neorest lown) 
ive Oa ra town) v 
Wee es 1 mo. 20 days Dundalk 22 
da RATHOE Hs HOSPITAL < not in hospital, give street oddress) d. STREET ADDRESS. 
Bp ringtield State Hospital St. Claire Lane 
3. NAME OF First Middle ee 4. DATE Month 
DECEASED OF 
(Type or print) Charles Emery DEATH April 


5. SEX 6. COLOR OR RACE MARRIED [JJ NEV! Oo eS birthday’ ey Hours | Min, 
7. EVER MARRIED 8. DATE OF 6 “h thday) i 
Male White widowep [) bivorceo [J May 31 19 05 


100. rhe OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR "a BIRTHPLACE (State or loreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


Unknown - Pennsylvania U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? ~ SOCIAL SECURITY NO. }17. INFORMANT Address 
{¥es, ne. oF unknown) {HE yen, give wor or dates of vervice) 7 f 
No - JZ3- 99 7-Gs Springfield Hospital Records 
18. CAUSE OF DEATH [Enter anly one couse per line line for (0), (b {o). (bP). ond (0)] ‘ond (c).) Hee eT 
PART |. DEATH WAS CAUSED BY: Pulmonary tuberculosis, far advanced, active ears 
QUE TO. 
Conditions, if ony, which (b) 
gove rise to immediote 
couse (a), stating the under ( DUE TO 
lying couse lost. to. 


Past H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. aren re cs 
C.B.S.associated with organic brain disease, ED) No 6 


200. ACCIDENT WAS_UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) {County) (Stote) 
Hour a.m. White Not while lactory, street, office bldg., etc.) | 
p.m. 19 lat work (J ot work (J : 


21. | certify that | attended the deceased fram...February_20 31958 _, to April. AO, _., 19. 58 that | last saw the deceased 
alive on_._Apr! ey 2 bor ond thet death accurred ot 5310P Mm, fram the causes and an the date stated abave. 


MEDICAL CERTIFICATION. 


ADDRESS (Stree!, city or town, state) DATE SIGNED 
$A CP Mae Hitthatrany | Soringfield Hospital 4/11/58. 
hancives___F-Omund Lusthaus, MD. Sykesville, Maryland, 


is eal Zab. DATE THEREOF Ne, NAME oF eeoee OR CREMATORY ZAd-AOCATION (City. ‘vers county) {Stote) 
QVAL [spect ss 
YY Lobe + DEL. VDE A Le beth ony 44d 


ae Pager sTORECICL Sst ATURE” ‘ADDRESS ao. REC'D BY REGISTRAR GISTR py 
Atte Ze hee J FPL %, © bee Leh fb tty pare APR1 5 'S8 “Chat 


$A NVTING 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7»? 4466 CERTIFICATE OF DEATH wnvige cs He EO? 


od 


i o COUNTS 2 ow percmace {Where deceased lived. If institution: Residence before admission) 
‘4 b. COUNTY 
MARYLAND 
ix CARROL CO, AMARYL ANP ALR 6 


funeral director, 


b. CITY OR TOWN (If outside corporote fimits, write a eny OR TOWN (if outside corporote limits, write RURAL ond give nearest fown) 
Ma « ond ys ares! jo, 
G 4h, 24LL1 LO 


Ld eet {If not in ZA give street oddress) = oe 3 70 e. Pigs "7 
5 
la¥) Ol Miupeish LOVE 10 GZ KeEALR Yes [al Ole 
3. NAME OF Fint Middle Lest 4. DATE Month 


imeem LALLA pony SALTER | tm  Appeye LS 


5. SE 6. COLOR OR RACE |7. BL DATE OF BIRTH 9. AGE (I 
y : 4 MARRIED [[] NEVER MARRIED [[] 4 Va fs ltnoreen 
Mitty bith wioowen Ey _oivorceo [J | > hay, 5 A yn. [ve 


0A. USUAL OCCUPATION (Give kind oe work done] 10b. KIND OF BUSINESS OR INDUSPRY | 11. BIRTHPLACE (Stote or foreign country) OF WHAT COUNTRY? 


mes eae ty; if retired) Py, Ex 0/2 LE, YO Dt Ss GZ. 
13. artis NAME 14. MOTHER'S MAIDEN NAME 

SA MTES CAN: LUV TUCKER | ZL/2ABETH HOOKER 
WE atten, aire Boe 

— <= Mie LFF Lilie | % =. LY. 


18. CAUSE OF DEATH [Enler only one couse per line for (0), (b), ond (c).) in RVAC BETWI 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE to) 


4 DUE TO 


Pages 1 ond A die be filed with 
S) 


in 72 hours ofter 


Then please remave corbon popers. 


Conditions, if ony, which 
gove rise to immediote 
co¥se {0}, stoting the ynder- ( OVE TO 
lying couse fost. {e 


Past IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)/19. Dena 
yes] No] 


0a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port { or Port Il of item 18.) 
oR “CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


-transit permit. 


the registror prior to burial, crematian, or removal, ond in any event 


; nding physicion. 
R: After this certificate has been signed by the attending physicion and completely filled in by 


MEDICAL CERTIFICATION 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours offer death. Poge 4 


5 
3 
2 
3 20c. THE OF INJURY Month, Day, Year ]20d. INJURY OCCURRED — ]20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 
6.7 ¢ Hour o. m. While Not while factory, street, office bldg., etc.) 
Se ie p.m. 19 fot work [J ot work [J 
= ° Cintrk 
3 ES 21.4 certify thot | attended the deceosed from._st4<gie____---_. WET, to. uw’ A 2, 19:3éthat | last saw the deceased 
oe 
a8 alive on_. om £25 wet _, ond thot deoth occurred ot_/4/___M, from the couses te on the dote stated sae! 
3 ADDRESS “7 fia . plote) DAJE SIGNE 
§: MO. Me A ft £7 5 Ts Se Med. ATS EP 
oe 
> 
e322 ae ee se 
23 me is NAME OF CEMETERY Dee CB 2d. ATK {City, town, or county) (Stote) 
~> § Bie 
ae Upp SRESULLL q. 
4 23. = RAL DIRECTORS Sh DRY ‘2b, REGISTRAR'S SIGNATURE 
15 (4) > 7, (ey; AP x €7 ra 
Brrcy LZ <2. 2,9 LIE FY Zz i pare APR 1 8°58 SII / 


all 


tor, 
with 


rect 


funerol di 


Then please remove carbon papers. Pages 1 ond 2%ssould be fj 


event within 72 hours after deoth. 


istror prior to burial, cremation, or removal, and in ony ¢ 


ofter death: Page 4 
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thin 24 hours 
After this certificate has been signed by the attending physician and completely filled in by 


that the death certificate be executed wi 


ires 


icion. 


The law requ 


he haspital or attending physi 


m ENDING PHYSICIAN. 
R: 


e detached for use os the burial-transit permit. 
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D. 


poge 3 shauid 


may be retain; 


TO HOSPITAL O: 
the regi 


TO FUNERAL 


VS ANS (4) 
15M 9/55 


MARYLAND STATE DEPARTMENT OF oe! TIMORE, 16 18 


. T f al De Uf 3U/90-mb ( 
Ages CERTIFICATE OF DEATH a, 04456 


1. PLACE OF O 2. USUAL RESIDENCE (Where deceosed lived. If institution, Residence before admision) 
9. COUNT) iat 0. §] Jb. COUNTY Wy 
4 <s as ALKA e 
é ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN fff outside corporote limits, write’ RURAL ond give nearest town) 
if [LE 
‘OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
f) OR INSTITUTION ') a ‘ON A FARM? 
— aj ves) not] 
3. NAME OF a ~ First Middle lost |s- Bate Yeor 
e , = . oe 
(Type oF print) ae {A 4 —VDCHAE a [?~ (DEATH is 
5. SEX 6 om OR RACE | 7. ae NEVER MARRIED [1] | 8. DATE OF BIRTH in 30, 90 RIF UNDER 24 HRS. 
f- - x x Mit 
wipowep [J oivorceo ) OLA XEOT Say 2 
100. USUAL OCCUPATION (Si of work done|pb. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACEAStote or fareigg*couniry) 12. CITIZEN OF WHAT COUNTRY? 
d mosyyof working ven if retired} () ; 
(velicid S.terrede i 
13, FATHER NAME 14 MOTHER'S MAIDENY NAME 
ms Vore OF 
AAA hk hI Nit saat ——t-7 <4 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? U SECURITY Ne, 17. Kile . Address 
Yer, ne. oF ustnown) give wor or dates of service) ji 
WZ p- O5- Vil Cll, 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond ah INTERVAL BETWEE! 
4 Wi, f ONSET AND DEATH 
y PART I. DEATH WAS CAUSED BY: @ 2 } aa eo a 
f hs IMMEDIATE CAUSE (0 ca 
bs DUE TO 
Conditions, if ony, which o eo 


gove rise to immediote 2 
couse (0), stoting the ynder- DUE TO | 


lying couse lost. ( 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. ASTOR 
ves(] NOT} 


200. ACCIDENT WAS UNDERLYING [J__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Month, 
Hour 0. m, 


Doy, Year |20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (Stotey 
i seine ot white foctory, street, office bldg., ete.) | 


jot work ot work { 


MEDICAL CERTIFICATION 


9 


that { attended the deceased from.___jae7-_ /, £27, 195Libat | last saw the deceased 
olive on_ SY ?_M, fram the couses and on the date stated abave. 


ADDRESS (Street, city or town, og DATE SIGNED 

a 01) tee MA A 2 Aled POpls 
SIGNATURI Aw (ea Oy 2 Mel Fe Lobe] SP 
PHYSICIAN'S W. H. Ee a MN. 
NAME (Type) oAr D. 
320. BURIAL, CREMATION, | 22b. DATE THEREOF Pe. un ‘OF CEMETERY OR CRI a) Ge ‘ATION (City, town, or county’ stote) // 

BMOVAL (5) pacity Ji) Oo ? y 

WALA Le LAMA AA Zod! ACL BA EE 


INI Biled) Dr as R's 2d. REC'D BY Wy 2ab, REGISTRAR'S SIGNATURE 
f/ r; 
7 A Oe rarer 
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9 4 aveene 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04457 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
A. 46 8 Reg. Dist. No. 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where dececied tived. If insiltyfion: Residence before odminion) 


P u marviann |} ° SE Maryland * COUNTY Montgomery _ 


b. CITY OR TOWN itt ourice corporate tims, write RURAL c. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside carporale limits, write RURAL ‘ond Qive neores! fawn) v 


Sykesville lyr. 6mos, 26days Kensington 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital. give street address) d. STREET ADDRESS \ Is RESIDENCE 


Springfield State Hospital =| S402 Franklin sty ves} NOR 


3. NAME OF First Middle lost 4. DATE Menth 


Ris city Lester lyle  SCHMITTER [2 April 


3 SEK 6. COLOR OR oa MARRIED B&) NEVER MARRIED [.]|8. DATE OF BIRTH [9 AGE (yon 
abit 


Male White wivowen [J] —oworceo tg] | May 3, 1906 via. 
10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR e's BIRTHPLACE (Stote ar fareign counlry) 2. CITIZEN OF WHAT COUNTRY? 


ee mos\_of working life, even if relired) 
Govt.Employee Economist Towa UsSehe 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Otte W. Schmitter | Any Morgan 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY oq INFORMANT Address 


ROE tee fee se), STB Aghaess Springfield Hospital Records 
18. CAUSE OF DEATH ace ae ay rai os lS ~~ ——] |NTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED 
IMMEDIATE CAUSE io) Acute myocardial infarction 


DUE TO 


Genaitives, Ht pony, a w__Possible corgnary artery spasm = sd Mitte 


gove rise lo immediole couse 
(0), stating the undertying( OUE TO 
coure fost, ard 


fo : 
PART ti, OTHER SIGNIFICANT CONDITIONS ae TO DEATH BUT NOT RELATED | TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0))/ 19. WAS aut AUTOPSY 
Manic Depressive Reaction, Manic type. ves pe? oo 
200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I ar Part tl of item 18.) : 


PRIMARY [) or CONTRIBUTING C] 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Doy, Year NJURY OCCURRED [20e. PLACE OF INJURY (Home, tae 1204. (City er town) 7 (County) (State) 
Hour 9. m. Nal white foctory, street, office bidg., ete.) 
p.m, 19 at work 1 ot work 


21. I certify that | taak charge af the remains described abave, held an Avtapsy PX], Inspection [9 Inquiry FF], and in my 
opinion death re d fram: Natural causes [2%], Accident [[], Suicide [J], Hamicide (J, Undetermined manner (] 


ACTUAL sei } y DATE SIGNED 
RUN LA J 4 Tree _fro/cmee MEDICAL EXAMINER (C] 


ASSISTANT MEDICAL EXAMINER [[] 


M.D. DEPUTY MEDICAL EXAMINER [29 aie! L/ 10/5 58 


i 


MEDICAL CERTIFICATION 


Fle. BURIAL, CREMATION DA FOF —=«| Zc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or caunly) jleaney 
REMOVAL (Specity} 


ur. -Transit! 4/11/58 Richland Friends Ce y_Richl and. lowa__ 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR ee ss i 
Robert A, Pumphrey-Bethesda, Maryland pate APR1 4 ‘59 [errwe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
? AACQ CERTIFICATE OF DEATH 


om 
af 


04458 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
IMNPSIAtE onus (o___ Bronchepneumonia 
. not puto 
Conditions, if ony, which s 
Gove rise 10 immediote 


cause (0), stoting the under: 
lying couse lost. 


x Cerebral artericeclerosis years 
jo) 


Paag IL OTHER SIGNIRLCANT VION TH TOL ELE hehe ie PCH Sal CORRE Oa 4 ey" WAS AUTOPSY 
Gebree : ra. “> une with psychotic Pah yap 7 ® YE) NOI 


20a. ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, | 20f. (City or town) (County) (Stole) 
Hour @. m. While Reahiie foctory, street, office bldg., etc.) ! 
pom. 19 lot work [] of work [] { 


21. | certify that | attended the deceased from. he 6 = Jf See 19 a, to_t ~ 13=, 198 __ that 1 last saw the deceased 


_, and that death occurred at Lel0 A, fram the causes and on the date stated abave. 
ADORESS (Street, city or town, stote) DATE SIGNED. 


Cerebral vascular hemorrhage 


¢ = ty Reg. Dist. No. 
tS Hi ie ms Te POA TORTT dae a persia we (Where deceased lived. If insthtutiom Residence before odmission) 
: °. 

& £3 % Carroll MARYLAND Maryland » COUNTY Baltimore City 31: 
£3 3 b. cy ‘OR TOWN (If ounide apes limits, write | ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (if outside corporate limits, write RURAL ond give nearest town) i) 
gs AL ond givg nearest town! 7 da Baltim Ny, 
oie sykeevilie ys ore : Z 
BE d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e ISR EStDE NGS 
ty ~ / fae "Springfield State Hospital, 1819 Aiken St. Balto 13,Mad. yes] NOX) 
5 2 
2 5 3. NAME OF First Middle lost 4. DATE Month Do: Yeor 
Saeg {Type or print Charles Edward Seidenzahl | Stan he 15 =, 58 
= 2 5. SEX 6. COLOR OR RACE | 7. MARRIED Pe] NEVER MARRIED oO 8, DATE OF BIRTH ¥. prelate eee ee runere HS. 
3 Male te 8-18-91 sala a hace | 

: winoweo [ pivorceo [] 91. ye. 

zr 
3 & ro Wo. USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY | 1} THPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 gs / \] _ during most of working life, even if retired) U 
pene try J | Ret. nder Maryland eSehe 
3B g Nu A 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

oO a 
o She Charles Seidenzehl Ella Quinn 
= 2 i was ee U. $. ae ores 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
= ‘ex, 00, oF unknown} {It yes, give wor or dates of 
8 3? no | "ZL P-12- 5185 Hospital records ‘| 
£ 
a 
“oO a 
2 $ 
iS s 
3 
é 
3 


DUE TO 


R: After this certificate has been signed by the atlending physician and completely filled in by 
MEDICAL CERTIFICATION, 


ENDING PHYSICIAN: The law requ 
jhe hospitol ar attending physicion. 


45 


TO FUNERAL DIR 


To. BURIAL, CREMATION, | 226. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 
REMOVAL (Specify) 
B 5 AD 6 958 Parkwood Cemete 3 more Q d 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. Jao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
1 . HENRY SANDER & SONS.INC. Baltimore Md. 4 (} af | 
15M 9/55 béFoe 45/58 Lh es 


the registror prior to burial, crematian, or removol, ond in any event within 72 haurs after death. 


page 3 shauld be detached for use as the burial-transit permit. 


‘© HOSPITAL OR 
may be retoine: 


< T 
> 
rr 
= 


oad 


leoth: Poge 4 
eral director, 


Pages 1 ond 2 should be filed with 


g physicion and completely filled in by th 


Then please remove corban pepers. 
vent within 72 haurs oft; 


tificate has been signed by the ottendin, 


is cer 


DING PHYSICIAN: The low requires that the death certificote be executed within 24 hours after 


hospital or attending physicion. 


5 
wie thi 


TO FUNERAL DIREC 
the registrar prier to burial, cremation, ar removal, and in any e 


page 3 should be detached for use os the burial-transit permit. 


TO HOSPITAL OR Agr: 
may be retained 


VS AIS (4) 
ISM 10/S7 


im) 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 4 4 56 
AA4() CERTIFICATE OF DEATH . 


2. ponte oe {Where deceased lived. If institution: Residence before admission} 
o. STATI i b, COUNTY 
Tet rayale! a 


¢. CITY OR TOWN {If oulside corporote limits, write RURAL ap give nearest lown) 


1, PLACE ie DEATH 


©, COUN 
Carroll 


b. CITY OR TOWN {IF outside corporate limits, write |. LENGTH OF STAY IN 1b 
RURAL ond give nearest town) 


MARYLAND: 


Taneytown x eyiow 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION, / ON A FARM? 
We $ ee yes (] No 
3. NAME OF First Middle lost 4. DATE Month Day Yeor - 
DECEASED OF 
(Type or printy ee Cu q L Sh orb DEATH 1952 
5. SEX 6. ee a RACE |7. B. DATE OF BIRTH AGE (In yeors 
MARRIED GJ NEVER MARRIED [-} a inter recy {e 
Male q WIDOWED [] oivorced [7] yrs. 


10a, USUAL OCCUPATION (Gi ne of work -| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPI -86l. ae or foreign country) 
during most of working life, even if retired) 


Ho nte 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Edwa horb E Mv i 
1S, WAS DECEASED EVER if vu. . ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
(¥es, no. oF unkngwn) IF yes, give wor or dates of rervice) 
—_No 9-01-7823 Edw 3 wn ll 


18. CAUSE OF DEATH [Enter only one couse per line for {a}, (b). and {c).) 
PART I. DEATH WAS CAUSED B' ED bate 
IMMEDIATE CAUSE. inf Loethe. Gurs<te (Celine, a | le cbeeaepec_ 
LA0,0 


Conditions, if any, which aki ¢ i wiecieas NeaT~ Lan 


gove rise to immediote 
couse (o}, stoting the under: ( OUE 10 
1g couse la «© 
3 Par Il. OTHERBIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}[19. WAS AUTOPSY 
2 % PERFORMED? 
& eo bh : 6] (bu ti te hees-er ves] No (a 
 [ 200. ACCIDENT WAS UNDERLYING [J __| 20b. DESCRI ote INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& ] OR CONTRIBUTING 1] CAUSE OF DEATH 
G | NF EITHER, NOTIFY MEDICAL EXAMINER) 
 ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form. | 20F. (Cily or town) (County) (State) 
a Hour 9. m. While _ Not while foctory, street, office bldg., ete.) | 
3 p.m, 19 fot work [J ot work [J H 
21.4 certify that | attended the es from_© LLG p= 19.2 Fro LE cae -- 19a2fthat | last saw the deceased 
a 
alive on Yop. 19.5! rae ced hat Z. accurred ato? ¢_ © M, fram the causes and an the date stated above. 
ADORESS (Street, city or town, bd My, IGNE 
ACTUAL cz Y/¥, 
SIGNATURE 3 p, Cv = Frede lev-12 / QL? FALLS 


PHYSICIAN'S 
NAME (Typo) K br AVIOC VAC 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Tac NAME OF CEMETERY OR CREMATORY : {(Stote) 
eer {Specify) 
Buria Apri eran Ceme aneytown, Ma é 


23. FUNE mspecors rier ha, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
DATED 159 ®) z. 


pet SS SS 


“eA nvi 


tad 


neral directar, 


Pages 1 and 2 hath be filed with 


ate hos been signed by the attending physician and campletely filled in by 1h 
ffer death. 


se remave carbon papers. 


Then 


hospital or 
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the registrar priar ta burial, crematian, ar removal, and in any event within 72 hour: 


page 3 shauld be detached far use as the burial-transit permit. 


moy be retaine 


TO HOSPITAL OR A 
TO FUNERAL DIRt- 


¥S A15 (4) 
15M 10/57 


ah 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 4 4 é Q 
~ py geyq CERTIFICATE OF DEATH aie a 


1. PLACE OF DEATH - 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


o. COUNTY 


Carroll ° STS Maryland b COUNTY Montgomery 


b. CITY OR TOWN [If oulside corporote limils, wrile [c. LENGTH OF STAY IN Ib ¢, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
aie Lond gi arest town) 


esville Se ymos »l3days Silver Spring AS 


J Sy OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e: 15 RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 513 Mansfield Rd, ves [] NOX] 
ET Rectakes First Middle lost 4. DATE Month Day Yeor 


'Y 
{Type oF print Annie Virginia Grace SHREVE Sam = April 22, 1958 
3. SEX 6. COLOR OR RACE |7. MARRIED [} NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE (In yoors HE UNDER L YEAR IF UNDER 24 HRS. 
tho} 
Female White wivowen By —ovorceo —]} | May 6, 1878 tev rider) | Months] Doys | Hours | ~ Min 


Wo. apual CA Ot cise kind vet th 10b. KIND OF BUSINESS OR INDUSTRY /11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if reti 
Housewife - District of Columbia U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Charles H, Grace Sarah A. Grace 
15, WAS DECEASED EVER IN U. 5. ARMED tical SOCIAL SECURITY NO. ‘3 INFORMANT Address 


hake eo Se Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0), Uremia 


f-4 DUE TO 
Conditions, if ony. which )__ srk Hypertensive cardiovascular disease Years 


gove rise lo immediole 
couse (0), stoting the under- (OVE TO 
lying couse lost. (c). 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) | 19. wae eo eal 
MI 
Involutional psychotic reaction seL Ra 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
{IF EITHER. NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, ore 1 201. (City or town) (County) {Stote) 
Hour. m. While Nol whee: fectory, street, office bldg., 
p.m. 19 lot work [] at work 


MEDICAL CERTIFICATION 


, 19.22. that | last saw the deceased 


M, fram the causes and on the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


_Springfield State Hospital L/22/5: 
puysician's Edmund Lusthaus, M.De Sykesville, Maryland 


NAME (Type) eae aS ON ES ee ae ee 


No.5 PAL, CREMATI IN, | Z2b. DATE Ey = ‘2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. towg” x county) (sy oe; 
¢ ea) Sige Crm, oe Z f 
Cw: P p 


ADD RSS /- Dh. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
las O Vy Mloofh. Yo ewelPR 2 4.'58 (Pos 


SA avawiia 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
fom es 4420 CERTIFICATE OF DEATH Sige ee 


se 
$3 1. PLACE OF DEATH 
a 


SOF YP POL L MARYLAND 


b. je OR TOWN {Hf outide ae en fimits, write [e. LENGTH OF STAY IN 1b 
ey 4 es 


2. USUAL RESIDENCE {Where deceased lived. If aT before admission) 


‘0. STATE b. COUNTY, 
J) « OL 


c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest tawn) 


a oon ais af 


ond give neorest town) 


runel 


in 24 hours ofter, death. Page 4 


a 
a 
5 
3 
Fi tf OF HOSPITAL (If ze in laa give street address) d. STREET ADDRESS: e. 1S RESIDENCE 
= tn OR! OPED Z ON A FARM? 
a OLED ves] NofM_ 
z 
= 6 . NAME OF P Fiot A 7 yy Middle 4, DATE Manth Doy Year 
oe /. j i 
ae (Type or print) A if CE F h ” or va DEATH A jr wk 
= 28 5. SEX 6. ag ‘OR RACE |7. me cles MARRIED [3 B- os OF BIRTH 9. KG nots 
= seer wipoweo [] —sbivorced [J] 4 Az! yrs. 
2 £8. ( ioe, USUAL ae IGive kind of work done] 10b. KIND OF BUSINESS OR SMG 11. BIRTHPLACE (Stote or fartign country) 12, CITIZEN OF WHAT COUNTRY? 
3 8es\ uring most of working Ife, even if relited} , 
geek" [Meese ire cP Mp. 
OBS 13. FATHER'S NAME ql OTHER'S MAIDEN NAM 
2 58% ; y 
gee HOMAS Dib r TEBE CCA Flpoctr 
= 388 15, WAS DECEASED EVERIN| U, 5. ARMED FORCES? [1é. SOCIAL SECURITY NO. [17. INFORMANT | Address 
8& 2 fe. No” {11 yes, give war oF dotes of vervice) r 0 B / Ag Pp ry Rv = 
& oats 5 a {i : ah fy. 
<2 £2 ee eee = A - = 2 
3 = 3 a 1B. CAUSE OF DEATH [Enter only one cause per akg far (a}, (). and (c}-] INTERVAL BETWEEN. 
 v Fay PART |, DEATH WAS CAUSED BY: UHON Bee Ble, 
eee |» IMMEDIATE CAUSE (o 24 Hoyrs 
= feé 2 x DUE TO 
= 22» Conditions, if ony, whi 
s , iF ony, which by) 
Ss BES Qove rise to immediate ( 
"Se (See cate {0}, stoting the under. ¢ CUETO 
Serse lying cause tost. te 
cee ee Zz Patt ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a]]19. WAS AUTOPSY 
$. = alt= 
fri Og WD WE ou 
Fotas = | 200. ACCIDENT WAS UNDERLYING C]__| 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port IWof item 18.) 
z§e2° & |r CONTRIBUTING LI CAUSE OF DEATH 
Ze8es 3 | (iF erTHeR, NOTIFY MEDICAL EXAMINER) 
Soc bis § |20c TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, Fam, {20% (City or tow) (County) (Grate 
= B28o 8 Hour o. m. While Not si factory, street, affice bldg., etc. 
zsEr§ = p.m. 19 fot work [] ot work uF 
©5555 _ 
2335— 21. | certify Mul ! cueaged the deceased fon Lia ja Aa W2f to April Z., 9S2.thot | last sew the deceased 
£E88 
e Red 3 alive nen ie fi, and that Géath accurred — IM, fram the causes and an the date stated abave. 
ER: Fi Ye) DATE SIGNED 
< 2 AL 
xyess r) SIGNATURI 2? a Af he 
Orava ! — 
25585 PHYSICIAN'S | Fk 
< e< Ze J {NAME Type) a UL Ct eet ete ef LX (0) oe ee ey Ly eee ee. BP SF 
= ‘E, a4 
Z82°°? |%q BURIAL, CREMATION, | 2b. DATE THEREOF | 220. NI CREMATION, | 2b Date Ti ee ice ee 2c, NAME OF CEMETERY eee 22d. LOCATION (City town, or eave) (State) 
25285 Ds REMQVAL ea 4 Oy /p 
0 Fo = Le 
ee 


“s oe nor = 240. REC'D * wees Laie! '$ SIGNATURE 
cape a oaAPR 14 SE ape Nit 4 


al 
rf 


eral directar, 
‘\ 


Then please remove carbon papers. Pages } and 2 shoyid be filed with 


the registror prior to burial, crematian, or removal, and in any ever t-within 72 hours after death. 
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15M 10/57 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4472 CERTIFICATE OF DEATH (04462 


Reg. Dist. No. 
. PLACE OF DEATH ee ge RESIDENCE {Where deceased lived. If institution: Residence before admission) 
oe. COUNTY ATE b. COUNTY 
Carroll Marviand Balto,City 
b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) v 


RURAL ond give neorest town) 


Sykesville e7 days 


d. NAME OF HOSPITAL [IF not in hospitol, give stree! address) 
OR INSTITUTION 


Springfield State Hospital 


Baltimore 


d. STREET ADDRESS 


61; S. Kenwood Aves 


e. 1S RESIDENCE 
INA FARM? 


yes [] Nog) 


5. 


10a. USUAL OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY 


* Beceaseo bie oe lost 4. DATE Month Doy ‘fear 
{Type or print) Victoria Frances Lewandowski S DEATH April 6 19 58 
«SEX 6. COLOR OR RACE | 7. MARRIED L] NEVER MARRIED [-] | 8. DATE OF BIRTH 


9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthdoy} [Months] Doys | Hours | Mi 
yrs. 


Female White —_|wioowen fg ——oorceo) | December 8, 1878 


11, BIRTHPLACE (Stote or foreign country) 


Maryland 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


during most of working life, even if retired} 


Factory worker = 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Vincent Lewandowski Frances Bueczkowski 
Wa ne, oF unknown) {tt yes, give wor or dotes of service] 


MEDICAL CERTIFICATION 


WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. li INFORMANT Address 


No - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for {0}, {b}. and {c}.} 
PARTI. DEATH Wascaustogr. Arteriosclerotic heart disease 
Y 20, DUE TO 


jons, if ony, which ) 
Se en nitro 
lying couse tost. {e) 
Past Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) 
C.B.S.associated with cerebral arteriosclerosis. 
20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port tt of item 18.) 


OR CONTRIBUTING [} CAUSE OF DEATH 
(IF ETHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy. Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, form, | 20f. (City ‘or town) (County) {Stote) 
Hour o. While Not while foctory, street, office bldg, elc.} § 
19 lot work [7] ot work oO H 


21. | certi 19.28, that | last saw the deceased 


INTERVAL BETWEEN 
ON§ET AND DEATH 


ears 


Ry it AUTOPSY 
E RFORMED?. 


1s O no¥ 


alive an_“P. _, 58 ; a OA m, fram the causes and an the date stated above. 

Be és ADDRESS (Street, city or town, stote} DATE SIGNED 
aoe ae Springfield State Hospital _4/26/58 
pagans Edmund ae M.D. Sykesville, Maryland 


729. BURIAL, CREAR ON! E OF CEMETERY OR CREWATOR / [i2d. LOCATION (City, town, or county) (State) 
ei REMOVAC Be. ey ae Say, ‘ 
LA x oye A Le 
me 2 ry meoisTaae 
¢ 
Ltt AS |' DATE 


¢°A nvaana 


War 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (} 4 4 6 3) 
4473 CERTIFICATE OF DEATH ‘isn abies 


eo 


~ ge 

3 3 Se 1, PLACE ee ia. it oie eae (Where deceased lived. If institution: Residence before odmission} 

Ss 8 2. 2. b. COUNTY 

ee ‘ Carroll eg ed Maryland Frederick 

3 °. 8 ® b. ee abe (it colada Se limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside carporote limits, write RURAL and give nearest lown) wv 
5 andigivelnccieaTiatin 

Se nit Springfield,Hosp.,Sykesville 10mos,J6deys Walkersville VA 

= Me Ss 4. NAME OF HOSPITAL (IF nat in hospital, give street address) | cd. STREET ADDRESS 1S RESIDENCE 

56 =f pd fe] 

eae ‘ gp ate 5 - és1] noe 

Soler |_ Spr nefield Ste Hospital Mt 

ee s & 3. NAME OF First Middle Lost 4. Date 4. Month Dey Yeor 

& 23 (Type oF print) Elizabeth Pauline Engle SMITH DEATH April 2h, 1958 

£ rr 5. SEX 6. COLOR OR RACE |7. MARRIED [2] NEVER MARRIED [7] | 8. DATE OF BIRTH 8 9. igs nee Te IF UNDER 24 HRS. 

53 2 Fr x b 10, 189 jonths] Days | Heurs| Min. 
@ 4 ‘emale White wivowen [J pivorceo 1] ovember 10, Fyn. 

a) ac 

2 e ag 100. USUAL OCCUPATION (Give kind af wark done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

z 3st during most of working life, even if retired) M U A 

5 ees Housewife - aryland Sede 

ig. a 3 os 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

3 $ 2% John Engle Caroline Cline 

2 & é 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

cad a & - [Ye ng. of untnown) {IF yes, gee wor or dotes of service) 

8 o of I ° - - Springfield Hospital Records 

3 2 8 = i 18, CAUSE OF DEATH [Enter only one couse per line for (a), (b). and (c).] INTERVAL BETWEEN 
205 ; 

2 a i “t PART |. DEATH MEDIATE Cast ie_Hypertensive arteriosclerotic heart disease ears 

5 fF : YG DUE TO 

= a > Conditions, if any, which Generalized arteriosclerosis Years 

b RES gave rise to immediote 

3 68s cause (0), stoting the under- oe 

: =e lying cause last. tc) 

3 $ 5 ce 2 P, MW, OTHER SIGNIFICANT C¢ TIONS INTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GAVEL IN PART Va)] 19. WAS AUTOPSY 

SR8i5 Sic, BS assoc.with other Grseases of Unio OF Uncertain cause, Wien PERFORMED? 

gases 3S psychoti action ves C]_No DF 

, ra iz © = ] 200. ACCIDENT WAS UNDERLYING CO) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 18.) 

Zeoe5 BPG Ree Mey masear ecu 

Acie © y ! 

Zsszss & |20c. TIME OF INJURY Month, Dey, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hore form, 209 (City of town) (County) (State) 

8 oe = x ; ry. street, office bldg, ete. 
E5282 | aaa +. Cea ' 
aBEo Ss = P. H 
SL. 85 % 9) 
3 $s se at aig attended the deceased fran June 8, W920, to. April 24) 1958 that | last saw the deceased 
2. . 4 

pars =~ $5 alive an_ ril 2h, tae ae 5 928, and that death accurred ot 22 33Bh, fram the causes and an the date stated abave. 

Ie ae ADDRESS (Street, city ar tawn, state} DATE SIGNED 

< yess ] sewaty mo. Springfield State Hospital Lé2h/58 

Ocara 4 

2D. mie PHYSICIAN'S: 

Roaee NAME tlype) Y Agustin delCampo, M.D, yeeevi tle, Baryiends > «2 ed 

SSE¥CD ‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, ar county) Store} 

o53¢8° R ty) {Store} 

Zee Fe. weer” | 4/24/1958 | Pleasant Hill Rurfal Frederick MD 

i 2 2da. REC'D BY REGISTRAR 


pateAPR 2 8 ‘58 


Quy SIGNAT] RE 
0 } 


SM 10/57 ZA 


\) 23. FUNERAL DIRECTOR'S SIGNATURE (ak ADORESS 
VS A15 (4) Pol WY. —iprpe— alkersville MD 


\ ‘MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ( ) 4 4 6 4 
Py, 4474 CERTIFICATE OF DEATH aaa 
‘4 1, PLACE OF DEATH 


od 
\ 
A 
\ 


~ < 
S j 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
& &y ° COUNTY Carroll mannan | ° STF Maryland = OUT — Balto,City 
€ Be b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) Vv 
g sf RAL ond Wis’ town) = 
2, ykesville 3 mos.7days Baltimore 9 
2 a3 a / | aa d. pels Oe aoe {if not in hospital, give street oddress) d. STREET ADDRESS e. & RES 
co} = INA FARM’ 
o oBS pringfield State Hospital 4903 Greenhill Ave. ve ENO 
abe 5 3. NAME OF First Middle lost 4 pare Month Day Yeor 
a 2; (Type or print) Stella Stephanie Zadaikes STOKES | bran April 1, 19 58 
3 =o $. SEX 6. COLOR OR RACE |7. MARRIED I] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yoo if UNDER 1 YEAR| IF UNDER 24 HRS. 
= = jos! oy] Month: Da: Hi Min. 
Fea Seu Female White |woown pivorceo [J February 20, 189, oh PE eases dae i 
= &s 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 17. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 S8 during gost af working life, even if retired) ¥j 
5 te ousewife - Lithuania Lithuania 
a eS a s 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5a 
jee Anthony Zadaikes Ursula Yogmens 
3 rs . 
fer Ges 8 3 1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
& of a ae Springfield Hospital Records 
= oak ° - ringfie ospital Recor 
2£ 8 
3 28 = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c).] INTERVAL BETWEEN 
2 ee PART 1, DEATH WAS CAUSED BY: OnE Abie ae 
fey “ IMMEDIATE CAUSE (0) a 
<4 £f © eof . 
=) fee / DUE TO 
oO o 
£ 32> Conditions, it ony, which (bo) 
$ BE gove rise to immediote 
3 Sic couse (o}, stating the under, { OVE TO 
Sead lyi lost. 
Sesuv ying couse lost, te) 
S2E2o0 z 
38355 a Past ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH BUT NOT RELATED TO THE TERMINA} QISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
Re od =| C.B.S.associated with arterLosciero osis, wit psychotic reaction. wen Nom 
24306 Ni] 
e iJ = 
ie = 3 5 = 20a. ACCIDENT WAS_UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part II of item 18.) 
ees2- & | OR CONTRIBUTING [J CAUSE OF DEATH 
S25 & | (F EITHER, NOTIFY MEDICAL EXAMINER} 
> se a i a ee 
3 id s & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
25.505 5 ici. ten: Wiiamas Tha oicie foctory, street, office bldg., etc.) | 
zo25 € g p.m. v jot work [] ot work [) H 
=. 
ru) 56 z 1 z Fr 
z 3 = < 21. | certify that | attended the deceased from_January 7, _ Ww2e, to April i _... 1922 _,that t last saw the deceased 
a tS a 
z 3 4 alive an il 2 ae ei ee and that death accurred ot L1hSAm, from the causes and an the date stated abave. 
fy ° ee ADDRESS (Street, city or town, state) DATE SIGNED 
te C ACTUAL mee Chr AA : . 
eRe 3 2 SIGNATUR' MO. Springfield State Hospital. eee oe L/1u/58 |. 
£oa2 
z$z85 NAME (ves) Edmund Lusthaus, M.D. Sykesville, Maryland 
St eee a a ee eee: 
& 3 2 a . ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote} 
>> S° .(Spedify} . 
ates Biria 17/58 | Holy Redeemer (em. Baltimore, Maryland 
- - 


23. FUNERAL DIRECTOR'S SIGNATURE 


ADDRESS ie - REGISTRAR 2 b RE ISERAR'S SIGNATURE 
vas OM | Leonard Y. Ruck 5305 Hanford Road #7, BERT ES OCS Nea 


1SM 10/87 


_-¢% huang 


goet Te udV 


Taco 


= 


merol directar, 


Pages | ond 2 shold be filed with 
- 
ho 


* 


ote has been signed by the attending physician and campletely filled in by th] 


e burial-transit permit. 


leath. 


thot the deoth certificate be executed within 24 haurs ofter death? Page 4 
Then please remave carban papers. 


hospital or attending physician. 


8 
$ 
3 
< 


(2 
1 
3 
Q 
2 
a 
& 
s 
= 
Ss 
s 
: 
e 
~ 
= 
° 
a3 
vv 
e 
°o 
Qo 
E 
2 
£6 
< 
bs 
go 
2 E 
ans 
&s 
Pir) 
ae 
Ba 
rf 
SES 
Bs 
Ba 
38 
oo 
a3 
oD 
gt 
az 


may be retained 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires 
TO FUNERAL DIR 


aie @\ (gaz Sh be ty 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04465 
4475 CERTIFICATE OF DEATH 


Reg. Dist. No. 
1 eta gahs = aed ole RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
°. 
Carroll MARYLAND Maryland * COUNTY Balto, City 
B GITY OR TOWN [if ouhide corporate Finih, write Tc. LENGTH OF STAY IN To [|< CITY OR TOWN (If outside corporote limits, write RURAL ond give ea town) 
on rest town! 
Sykesviite 20yrs.7mos.l§days Baltimore 3 Vos. aM 
4. NAME OF HOSPITAL {if nol in hospital, give street odtres) d. street aDbress Unknown = had been at] © 1S RESIDENCE 
Springfield state Hospital Balto,City Hospitals previously. | 0 nox) 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
(Type or print) Josephine THORN BERG DEATH April 22, 1958 
5. SEX 6. COLOR OR RACE 


7. MARRIED [L] NEVER MARRIED [-] | 8. DATE OF BIRTH ®. AGE (in yor [IEUNDER 1 YEAR| IF UNDER 24 HRS 
Y) [Months] Doy: | H Mi 
Female White WIDOWED Fe} pivorceo] | Unknown v4) 5 ial ae, eats P 
TOa. USUAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mos! of working life, even if retired) rN § 
Domestic Ireland Unknown 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Michael Gaule Kate Walsh 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no. or unknown) {IF yes, give wor oF dates of service) 
No - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEIY 
PART |. DEATH WAS CAUSED BY: A ee 
IMMEDIATE Cause (o__ArterLosclerotic heart disease Years 
DUE TO 
Conditions. if ony. which w__Generalized arteriosclerosis Years 


Gove rise to immediote 
couse (0), stoting the under (DUE TO 
lying couse tost. C 


Zz s Ere UW. OTHER seaee cones CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1()|19. WAS AUTOPSY 
£| Schizophrenia, paranoid type. cpg 
© 200. ACCIDENT WAS UNDERLYING []__] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Wl of item 18) 
& | OR CONTRIBUTING E] CAUSE OF DEATH 
5 | QF EITHER. NOTIFY MEDICAL EXAMINER) 
3 }20c TIME OF INJURY Month, Doy. Yeor ]20d, INJURY OCCURRED | 20s. PLACE OF INIURY (Home, form, T20F. (City oF town) (County) (Stole) 
a Hour o. m. While. Not hile foctory, street, office bldg. etc.) 
z p.m 9 fot work [of work [J i 
21. | certify thot | attended the deceased from October 20, i954 toApril 22, 1958 that | lost saw the deceased 
olive on__Apri}. 21, ___ Jael and that death occurred atti: 204 M, from the causes and on the date stated above. 
p ee Te ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL erase 
Seitlone of wo, Springfield Hospital 4/22/58 
PHYSICIAN'S 
name (tyee)__Edmund Lusthaus, M.D. _.__—S>=__ Sykesville a ee Me ee ee 


‘Zo. BURIAL, CREMATION, 2b. DATE THEREOF a IAME OF CEMETERY-OR Gi ORY net or county) tote) 
OSC | tf. ASH SE | ZL, 4 
LECT LOA rs Af ot Le LACH 
73. FUNYERALDIREETOR'S SIGNATURE SE ; . REC'D BY Lz ub. REGISTRARS SIGNATURE 
LA. g g arePR 2 0° oi Qusf > f ay 


‘A fivaune 


ih arse 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) 4 4 66 
4476 CERTIFICATE OF DEATH ial ie sis 


1, PLACE OF DEATH 


2. Ne las (Where deceosed lived. If institutian: Residence befare admission) 
°. = 


se 
$3 
oa 0. COUNTY b. COUNTY 
32 Carroll ee Waryland Carroll 
ro] b. CITY OR TOWN (If outside corporate limits. write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
5a RURAL and give neorest town) 
a Rural Taneytown 4 Month Rural Taneytown 
<9 Or “ d. NAME OF HOSPITAL {if nat in hospital, give street oddress) d. STREET ADDRESS: e. tS RESIDENCE 
* 4 OR INSTITUTION / ON A FARM? 
= ves J Nof 
: 6 3. NAME OF First ; as low 4. DATE Month Boy Year 
ke ype or print Carrie Virginia Wantz beat April 13, 1958 
° 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | €. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
c 4 lost birthdoy) [Months] Days Min. 
Female White wipowen fr] oivorceo(] | October 11,1890 ys. 
= 10a, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY 
/ during mast of working life, even if retired) <1 aco 
/ gy W Housework Ovn home Maryland U.S.A. 
N a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Tobias A. Martin Ida Catherine Chler 


1S. WAS DECEASED EVER IN U. $. ARMED FORCES? 


{Yes no, oF wnknown} it yes, give wor oF dates of secvice) 
no 


18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), ond {c}-} ry 


in 72 hours ofter deoth. 
| 


16. SOCIAL SECURITY NO. |17, INFORMANT Address 
unknown Kermit Wiesharsr , Westminster, Md. R.D. 


INTERVAL BETWEEN 


Then pleose remave corbon popers. 


PART |. DEATH WAS CAUSED BY: ee ae 
; IMMEDIATE CAUSE (0), 
Wh DUE TO. 4 A 
ions, if ony, which os 
hbas 
Gove rie to immediote | 1 


cause (a), stoting the under- 
lying couse lost. a 


Pag Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop] 19. Rae te Y 
ves] NOL 


200. ACCIDENT WAS UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port I! of itern 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


GEE TEMAIESL GREGG = DL aL ae 
j20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ; 20f. (City or tawn) (County) (Stote) 


While Nat while factory, street, office bldg., ete.) Ht 
lot work [_} ot work 


v 

2). 1 certi ded the deceased from) MAG _, wb5D ok pAe Ke 12 Shor I lost sow the deceosed 
‘\ qv 

__, dng that death occurred at! OP 


7 


ronsit permit. 


te has been signed by the attending physician and campletely filled in by th: 


poge 3 shauld be detoched for use as the buria 


haspitol ar ottending physicion. 
MEDICAL CERTIFICATION 


: After this certi 


. from the causes ond on the dote stoted obove. 
iS (Street, city of\town, stote} DATE SIGNED 


ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours after deoth: Page 4 


the registror priar ta burial, cremotian, ar removol, and in ony event wii 


ad AL 
ed / SIGNATURE 
O2s 
Shoe PHYSICIAN'S 
Heg NAME (Type) v\\ »__Y\j_}} 40 f : : 
5 je FE Ess 
S88 Wo. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME Of 7d. LOCATION (City, town, " y A 
By rks = PEE yl 
Sits Buria April 16, 19 z Maryland 
ror 23. Fi IREGTOR’S S) supe 7 ADDRESS 


VS ATS (4) i _ Ky 
15M 10/57 Merwyn C./Fuss Taneytown, Maryland 


ua, REC-D,BY REGISTRAR | 24b¢REGISTRAR'S SIGNATU 
DATE AFR 1 6 '58 ° J 


Cia 


wed 


ith: Poge 4 
eral director, 


Pages 1 and 2 should be filed with 


ea! 


4 


wee 


thol the death certificote be executed within 24 hours ofter 
Then please remove carbon popers. 


jires 


ICIAN: The fow requ 


hospitol or ottending physician. 
After this certificate hos been signed by the attending physician and completely filled in b: 


Ed 


poge 3 should be detached for use os the buriol-transit permit. 
the registror priar to burial, cremotion, or remavol, and in ony 


moy be retoined 


TO HOSPITAL OR ATTENDING PHYS 
TO FUNERAL DIRE! 


q MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . " 
44.77 CERTIFICATE OF DEATH ave. oun. nol #408 


iT, MO eOUNTIE 2. ae RESIDENCE (Where deceased baa pee ah Residence before odmission) 
N Carroll MARYLAND Maryland ‘Montgomery 172 
b. pS saa ORE aac limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN |[|f outside carporate limits, write RURAL and give nearest town) i 
sykesvifte hi? days Bethesda Ee 
— d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
1 Poe ingstiTy tela State Hospital. 5910 Walton Road ed Vso 

3. ane First Middle Lost 4. ee - 

type Binh Edwin Charles Wendler | Sam ~ Mam 68 


5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED DD | ® DATE OF BIRTH 9. = oat HF UNDER F YEAR| IF UNDER 24 HRS. 
pa es Y) Months | Dc Hi Mii 
Male White wipoweo[] —_—bivorceo (1) 11 <3 =1696 Mh [Mentis] Oops [Hours [ Min. 


12. CITIZEN OF WHAT COUNTRY? 


Me 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote of foreign Pl 
<= during most of working life, even if retired) 
3 Carpenter —— Pennsylvania U.Sehe 
s 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= Frederick Wendler Christina Hoffnagle 
3 “ WAS DECEASED EVER IN U. : eee Hae Sa 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
E ——— We STFS" 
is € 1917-18 578.07-3936 Hospital records. 
= 2 18. CAUSE OF DEATH —— only one couse per as for {0}. (b}, and {eh.] a 
2 PART I. DEATH MEDIATE Cause fo) BYonchopneumonia ays 
q LEG, ftrvevnd , 
Contiitidnastif ony, “antes a Old myocardial infarction Years: 


gove rise to immediote 


* DUE TO 
couse (0), stoting the under- 
ipidgicatsas i, __cormary arteriosclerosis Years 
Paar Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Besa AUTOPSY 


B.S.associated with cerebral arteriosclerosis, See 


ves ®] No 


200. ACCIDENT WAS_UNDERLYING D) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRISUTING [ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | Z0f. (City or town) (County) (Stole) 
Hour 0. m. While Not while factory, street, office bldg., etc.) | 
pom 19 [ot work [) of work [J H 


21. | certify that } attended the deceased fram__3= 11 = 1958, tags ets... 19.25 that I lost saw the deceased 


MEDICAL CERTIFICATION 


ile Gn __ | FT cod . 22-_-,-, and that death accurred at_ %M, from the causes and an the date stated above, 
ADDRESS (Street, city or town, state) DATE SIGNED 
mop. Springfield State Hospital. hjm27=58 


‘20. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town. or county) (Stote) 
Ny! (Stote) 
REMOVAL (Specify) : a 
Ja dy 30 emete i ington ginia 
eye Gael Pachowy whotade ted eo REGD Y REGISTRAR 8 2a, REGISTRAR'S-SIGNATURE 
VS AIS (4) ofl 
15M 10/57 BOR OY all LEX Maryland = a 


3% vans ee rl 


8S6l OF UdV 


D3 arn9st 


jaw requires that the death certificate be executed within 24 hours ofter death: Page 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: The |. 


od 


‘uneral director, 


Id be filed wit 


6 


in 72 hours ofter death, 


lease remave carbon popers, Pages 1 and 2 


IR: After this certificate has been signed by the attending physician and completely filled in by 
Then 


he haspital ar attending physician. 


i 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar to burial, cremation, or remaval, and in 


may be retain 
TO FUNERAL DI 


VS AIS (4) 
15M 9/35 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4478 CERTIFICATE OF DEATH 04468 


Reg. Dist. No. 
Pa ete pct (Where deceased lived. If institution: Residence before odmission) 


Carroll MARTIAN (i Maryland bCOUNTY Carroll 


b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b fe . CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


— 


1, PLACE OF DEATH 
0. COUNTY 


Rural” ogy Kasville hyrs.6mos.3days Union Bridge 
d. i an ge {IF not in hospitol, give street oddress) d. STREET ADDRESS. 4 e ore ee 
pringfield State Hospital Sa ves 1] NOOK 
3. NAME OF First Middle lost ie DATE Month Doy an 
yee er iction fern Myers WRIGHT DEATH April 29 19 58 


$. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [X] | 8. DATE OF BIRTH "esl IF UNDER t YEAR] IF UNDER 24 HRS, 
fost birthdoy! Weak Days — Mi 
male white wiooweof] __ovorceo(] | Nov. 27, 1897 yn. = oe ee 


0c. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign 160 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Farmer Farming Union Bridge, Maryland |United States 
43. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
William Wright Cora Myers 
MSP Mono eee SET Bee ee ee eet kesyille, Md. 
no oe 220-32-2836 |Records of Springfield State Hos 


18. CAUSE OF DEATH [Enter anty ane cause per tine far (0), (b), ond (e)-] INTERVAL BETWEEN 


ONSET AND DEATH 


27 & FART. DEATH porate cauer (o)__Cerebral hemorrhage 
4 DUE TO more than 
Conditions, if’any, which Cerebral arteriosclerosis 5 years 


gove rise to immediote 
couse (o}, stoting the under: ( OUE TO 
lying couse fost. i * 


Past It. OTHER : SIGNIFICANT Saar CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMIN, EASE CONDITION GIVEN IN PART 1(a)| 19. ae AUTOPSY 
i tie re=- 


Ment al def: ictenc M fami or hereditary, severe, with psychot ERFORMED? 


ne O nox) 
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